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~ Ne 3 (New Series). AUTUMN 1928. 


EDITORIAL. 


BRITISH CONGRESS OF OBSTETRICS AND 
GYNA!COLOGY. 


THE seventh meeting of the British Congress of Obstetrics and 
Gynecology will be held in Dublin by invitation of the Royal 
Academy of Medicine in Ireland on April 24th, 25th and 26th, 
1929, under the chairmanship of Dr. Gibbon Fitzgibbon, M.D., 

The chief subject for discussion will be ‘‘ The Management of 
Cases of Pelvic Disproportion.’’ Papers and discussion of this 


subject will occupy the morning and afternoon of the first day of 


the meeting. The programme of the remaining two days will be 


devoted to papers of obstetrical and gynzecological interest. 

The social side of the Congress is receiving the attention of the 
Committee, and full particulars will be issued in due course. All 
communications relative to the Congress should be addressed to 
the Hon. Secretaries, L. L. Cassidy, Esq., F.R.C.S.1., 24, Fitz- 
william Square, Dublin, and G. Tierney, Esq., F.R.C.S.1., 22, 
Lower Baggot Street, Dublin. 


LEAGUE OF NATIONS 
Health Organizations. Cancer Commission. 


SuB-COMMISSION OF EXPERTS CHARGED WITH THE STUDY OF 
RADIOTHERAPY OF CANCER. 


The Sub-Commission of Experts charged with the study of 
radiotherapy of cancer held its first preliminary meetings at 
Geneva on June 18th and 1gth, 1928, which were attended by 
the President of the Cancer Commission, Sir George Buchanan, 
Senior Medical Officer at the British Ministry of Health. 

This Sub-Commission included the following experts in Radi- 
ology and Gynecology :— 

Professor Cl. Regaud, Director of the Radium Institute of 
the Curie Foundation, Paris. (President). 

Mr. Comyns Berkeley, Director of the Gynzecological Service 
in the Middlesex Cancer Hospital. 

Professor Déderlein, Director of the Gynzecological Clinic of 
the University, Munich. 

Professor W. Lahm, Director of the Laboratory Research work, 
the State Gynecological Clinic, Chemnitz. 

Professor van Rooy, Director of the Gynecological Clinic of 
the University, Amsterdam. 

M. R. Ferroux, Chief of the Therapeutical Works at the 
Curie Foundation, Paris. 

Professor Voltz, Gynecological Clinic of the University, 
Munich. 

Investigator : 

Dr. Janet H. Lane-Claypon, Attached to the Departmental 
Cancer Committee of the Ministry of Health, London. 
Absent: 

Professor G. Forssell, Radiumhemmet, Stockholm. 

Dr. Heyman, Radiumhemmet, Stockholm. 
Professor Pestalozza, Director of the Gynzecological Clinic, Rome. 

The Sub-Commission was appointed in consequence of a 
report by the Cancer Commission to the Health Committee in 
May, in which emphasis was laid on the importance of collecting 
data from different sources regarding the methods of radiological 
treatment and their modern results, 
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In addition it was suggested by the President of the Cancer 
Commission that it might be well for the Sut onianiesion to take 
cognizance of the following points : 


(1). Available supplies of radium. 
(2). The centralization of radium in each country for the supply 
of the smaller clinics and individual practitioners, in the event 
of this being considered desirable. 
(3). The form of record which should be kept with the view of 
comparing the results obtained in different countries after five years 
observation following the cessation of treatment. 


The Sub-commission first considered in detail the nature of 
the information to be collected and the sources to which application 
should be made. 

It was considered necessary to obtain individual details of 1 
numerically large series of cases of cancer of the uterus divided 
according to their treatment (a) by radium, (b) by X-rays, or 
(c) by both—taking account only of those cases in which the treat- 
ment was completed more than three years ago, and in which the 
after histories were traceable. The sub-Commission settled the 
main headings of enquiry, but left the execution of details to the 
Health Secretariat which for this purpose will have the advice of 
Dr. Lacassagne (Paris), Professor Voltz, (Munich), Dr. Heyman, 
(Stockholm) in addition to that of Dr. J. E. Lane-Claypon, who has 
been appointed the technical inquiry officer of the Commission for 
this purpose. 

The Clinics and Institutions to be applied to are to be limited 
in the first instance to those which possess a sufficiently large 
experience, and their assistance may be invited either directly or 
through national health administrations or other appropriate 
national organizations. 


As certain cancer or gynecological clinics have already ex- 
pressed their willingness to co-operate in this enquiry, it is hoped 
that their data can be collected without delay, and the results when 
analysed submitted to the Committee, and published in due course. 
While clinics or institutions will be specially requested to follow a 
system of record proposed to them for purposes -of international 
comparison, they will also be invited to summarize their own obser- 
vations and views regarding the efficiency of radiological treatment 
in any manner which they consider may be useful to the Com- 
mission. The inquiry as such is to be limited to uterine cancer 
(cervix and body) but accessory information regarding cancer of 
other gynecological sites may be supplied for separate study. 
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On the broader questions relating to the treatment of uterine 
cancer by radiology, the President, Professor Regaud, submitted. 
a series of considerations which, after a general discussion, were 
adopted by the Sub-Commission as representing the most im- 
portant directions to which its future discussions should be directed, 
and on which definite recommendations should be made in due 
course to the Health Committee with a view to publication. Among 
these considerations were :— 


1. Propaganda among doctors and the general public in order 
to ensure the early discovery and early and correct treatment 
of cancer of the uterus. 

2. Increase in the number of consultation centres. 

3. Organization of centres for microscopic analysis in order to 
ensure early diagnoses. 

4. Recommendations for the organization of the correct treat- 
ment of the disease. 

5. Recommendations for the radio-therapeutical equipment of 
clinics. 

6. Disadvantages of out-patient treatment. 

7. Recommendations for the compilation of reliable statistics. 

8. Recommendations for special scientific research. 


The Commission also noted, as subjects for inquiry, the 
available supplies of radium and the need for an authoritative 
opinion as to the advantages and drawbacks of distributing radium 
or radium emanations, to hospitals and individual practitioners. 


: 


Cystoscopy in Carcinoma of the Cervix.* 


By ArtHur A. GemMeLL, M.C., T.D., M.A., M.D. (Cantab), 
F.R.C.S. (Edin.). 


Hon. Asst. Gyn. and Obst. Surgeon, David Lewis Northern 
Hospital, Liverpool; Hon. Asst. Surgeon, Liverpool and 
Samaritan Hospital for Women; Hon. Asst. Surgeon, 
Liverpool Maternity Hospital. 


ACKNOWLEDGEMENTS AND METHODS ADOPTED. 


THIS investigation was commenced in 1922. It comprises, in 
addition to my own cases, those of my colleagues at the Liverpool 
(Shaw Street) and Samaritan Hospital for Women (Drs. J. E. 
Gemmell, Willett, Leith Murray and Burns; Messrs. Leyland 
Robinson and St. George Wilson), which I have had an oppor- 
tunity of investigating, also those of Dr. David Smart of Toxteth 
Institution and Dr. MacWilliam of Walton Institution, to all of 
whom I am grateful for their help and encouragement, and to the 
many others who have assisted by supplying me with the after 
histories of their patients. 


One hundred and thirty-seven cases have been examined but 
of these 26 are excluded because they are incomplete in some detail, 
leaving a total of 111 cases for study. In nearly every case, the 
cystoscopy was done before any attempt was made to determine 
clinically the possibility of eradication by operation. In the 
majority of cases this clinical decision was arrived at by one of the 
other surgeons without reference to the cystoscopic findings; on 


the other hand I undertook the cystoscopy without knowing the 
clinical findings. 


The clinical method of determining operability may be con- 
veniently stated here. A thorough bimanual examination deter- 
mines the amount of mobility of the uterus and the amount of 
extension into the broad ligaments. In most cases this is supple- 
mented later by examination under an anesthetic when the cervix 
is seized with volsellum forceps and pulled down, as far as possible, 


* Read at the North of England Obstetrical and Gyniecological Society, 
16th March, 1928. 
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towards the ostium vagina. With the cervix held in this position 
the bases of the broad and utero-sacral ligaments are further 
investigated by rectal examination. Those cases, only, are con- 
sidered suitable for operation, in which the cervix can be pulled 
down to, or almost down to, the ostium vaginz and in which the 
amount of extension in the ligaments is small. 


RATIONALE OF THE PROCEDURE. 


Every student is taught at the beginning of his career in 
Hospital that the sequence in which he should use his senses in 
the physical examination of a patient is sight (inspection), touch 
(palpation) and hearing (percussion and auscultation) and that 
failure to carry out this routine whenever possible will, sooner or 
later, lead to disaster. Now the main difficulty in cases of car- 
cinoma of the cervix is to decide whether or not the individual 
case is a suitable one for radical operation. Apart from the general 
condition of the patient the determining factor is the amount of 
extension beyond the limits of the uterus. Up to date, reliance 
has been placed on one sense only ‘‘ touch,’’ in bimanual ex- 
amination, to determine this. Anteriorly, however, we can also 
use the sense of “ sight’’ by the aid of the cystoscope. The 
bladder is closely applied to the cervix and changes in its mucous 
membrane will denote changes in the underlying cellular tissue. 
It is acknowledged that extension in the anterior direction is difficult 
to determine by palpation and therefore this additional means of 
examination should be very welcome. 


HISTORICAL. 


Winter,** in 1897, was the first to publish the results of this 
type of examination and, from a study of 34 cases and nine re- 
currences, concluded that definite changes were seen only in 
irioperable cases. 

A number of observers now agree that cystoscopy is of value 
in determining operability in cases of carcinoma of the cervix, 
o! whom the most ardent is Cruet,’ others being Hannes,'5 
Fromme,!® Colaneri,® Brown Miller,?? Barringer,? Luys,?! Violet 
and Murard,*?, Mock and Dore,*4. Zangemeister,’> Haitmann,!® 
Lenormant,!® Sticker and Hirt®° and Pollosson.2> These observers 
are agreed that the procedure is of value, but Pollosson, in a 
rather different respect from the others. The majority are of the 
opinion that certain bladder appearances contra-indicate operation, 
while Pollosson® uses these appearances to warn him how much 
bladder he is likely to have to resect. 
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Those who deny any value to cystoscopy are Schauta,”® Blum,‘ 
Holzbach,!? and Ehrenpreis,* the last named not from any work 
of his own but from a study of that of Schauta. 

Gouverneur and Fabre!’ use this method to control the progress 
of cases treated by radium. 


It will be noticed, from the foregoing, that this method has 
received considerable attention from French and German authors, 
particularly the former, for a considerable number of years but 
does not appear to have been much explored by British or 
American observers. Forsdike,? however, has mentioned that he 
makes use of it and, indeed, considers it imperative in determining 
the operability of cancers which involve the anterior lip of the 
cervix. It is also mentioned in the report on radium treatment 
of cancer of the uterus by the Medical Women’s Federation,”° 
but neither of these gives any details. Gray! lays down certain 
conclusions, but from the nature of his work gives no facts on 
which they are founded. Macalpine?!" points out that cystoscopy 
1s used as a routine in this disease by some Continental observers 
but is not much used in this country. He considers it, combined 
with ureteral catheterization, a useful and simple preliminary 
which diminishes the risks of ureteric injury during operation. 

Three reasons can be adduced for the delay in applying this 
method. Firstly, Schauta denied any advantage to cystoscopy and 
such an opinion from so eminent a man would naturally deter 
others from trying it. We must remember, however, that he 
extended the limits of operability far beyond other surgeons and 
mostly used vaginal hysterectomy. Secondly, the war which 
commenced in 1914 prevented any wide reading of medical litera- 
ture by foreign authors and thus restricted the range of the articles 
on this subject, which appeared about that time, refuting Schauta’s 
writings. Lastly, most of the work, in recent years, has been 
directed to methods of treating carcinoma of the cervix by radium, 
to the exclusion of anything associated with its treatment by 
operation. 


Cystoscopic APPEARANCES. 


The appearances seen in the bladder have been fully described 
by the various writers. Those which are agreed upon by all may 
be summarized as follows, in the order of their gravity : 

1. Bulging of the bladder floor. 

2. Circulatory changes—i.c., dilatation of vessels, appearance 
of new vessels, petechial submucous hemorrhages and definite 
hemorrhagic suffusion. 


oh 
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3. Transverse ridging of the bladder wall—a ‘* ridge and fur- 
row appearance. (Fig. 1). 

4. Gidema, in two forms: (a) diffuse, (b) bullous (Fig. 2). 

5. Desquamation. 

6. Malignant invasion: (a) ulcerative, (b) hypertrophic. 


Frequently, of course, several of these appearances are com- 
bined. All these changes have been noted in the course of the 
present work except the hypertrophic malignant ones. 

According to practically all observers the first two types of 
change are of little importance in the diagnosis of operability and 
are referred to as ‘‘ minor changes ’’ in dater passages in this 
paper. 

There is a difference of opinion as to the meaning of the trans- 
verse folds. Whether it is taken as a contra-indication to operation 
or not depends on the temerity of the surgeon; those who do not 
consider it as such say, that when it is present one must be pre- 
pared to resect a piece of the bladder muscle coat and at times of 
the whole thickness of the bladder wall. 

Gray is alone in stating that the condition is operable even 
when oedema is present. 


Additional changes are described by various authors. Barrin- 
ger insists on the importance of varicosities. He regards them 
as due to the venous engorgement produced by adherence of the 
growth to the bladder wall. Mock and Dore have also noted 
this appearance, but Cruet says he has never seen it. Varicosities 
have been observed five times in this series; on three occasions 
ii was the only noteworthy change. Two of these cases were 
inoperable. In the third, an operation was successfully carried 
out and there was no difficulty in stripping down the bladder. In 
the remaining two cases the varicosities were associated with 
bullous oedema and the growth could not be eradicated. It would 
appear, therefore, that this change is of a similar nature to the 
other vascular changes of group two and of no importance in itself. 

Luys mentions that sometimes a bulla instead of being filled 
with oedematous fluid, is filled with blood. Four examples of this 
were encountered but all in inoperable cases. It is conceivable 
that the blood is derived from the rupture of a small vessel in the 
overlying epithelium. 

Violet and Murard draw attention to an appearance which they 
liken to ‘‘ cracked porcelain.’’ A literal translation of their de- 
scription is :—‘* The mucous membrane becomes pale, dead white, 
with narrow trails reddish or rosy like fine lines, drawing on it 
squares or irregular lozenges.” 
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A somewhat similar picture was seen on one occasion but the 
little areas between the dividing lines (which in my case weré 
white) were depresssed and the more apt simile in this case was 
a ‘‘ honeycomb.’’ When examined under anesthesia the growth 
in this case was found to extend up into the uterine body and on 
tc the anterior vaginal wall. In fact, there can have been very 
little normal tissue between growth and bladder. The patient died 
three months later. 

‘Mock and Dore state that when the bulging has an irregular 
edge the growth is in an advanced stage. This appearance has 
not been noted, nor has that of marked unilateral pulsation men- 
tioned by Blum and considered by him to be due to the trans- 
mission of pulsation from the large vessels by solid tissue. 

Kolischer!® describes whitish floating particles, sometimes 
attached by a thin pedicle to the edges of an ulcer in a patch of 
bullous oedema. This has been noted eight times, but free particles 
have not been seen, possibly because the greatest care has been 
taken to wash the bladder clear before inspecting it. Seven of 
these cases were inoperable and in the eighth the bladder was found 
adherent to the cervix and was injured during the dissection. 

Mock and Dore in their paper state that diverticule of the 
trigone or retrotrigone are of bad prognostic import. Sticker and 
Hirt agree. In this series such diverticula have only been seen 
twice, both inoperable cases. One patient lived seven months, 
the other eight ; death in the latter being preceded by the formation 
of a cloaca. It must be noted, however, that one of these patients 
had a plastic vaginal operation for prolapse a year previously and 
therefore the diverticulum may have been due to scar tissue 
formation therefrom. 

Opinions differ on the earliest appearance of actual invasion 
of the bladder by the carcinoma, when this is of the proliferative 
type. Zangemeister and Cruet describe little whitish glossy 
granules inlaid in the mucous membrane, about the size of pin 
heads. Cruet proved these nodules to be carcinomatous in one 
case by microscopic examination of a piece of the bladder removed 
post-mortem. Sticker and Hirt deny that these ganules are 
always carcinomatous and quote cases. Zangemeister has also 
described papillae resembling condylomata, and Stoeckel*! mentions 
rounded carcinomatous nodes of the size of green peas which are 
distinguished from oedema by their compact structure. None of 
these appearances has been seen, but on one occasion I noted that 
the base of the bladder was covered with small punctate purulent 
spots (Fig. 3) and considered this to be due to cystitis. The 
picture was exactly the same as that figured and described by 
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Wossidlo*4 as ‘‘ cystitis nodulosa.’’ Possibly this is the picture 
Sticker and Hirt had seen. In one case in this series there was 
a frank carcinomatous ulcer in the bladder such as has been noted 
by many authors. | 

In addition to the actual appearances seen the following 
manoeuvre which I have recently practised gives useful informa- 
tion. Before the cystoscope is introduced the cervix is exposed 
and grasped by volsella; the speculum is then withdrawn leaving 
the volsella attached to the cervix. Now when the cystoscope has 
been introduced and rotated to inspect the retrotrigone the volsella 
are gently drawn towards the observer. In cases in which there 
is no connexion between the cervix and the bladder, the former 
can be seen to slide behind the latter; when there is any adhesion 
between the two the bladder wrinkles up as traction is put on the 
cervix. Care is needed, for there comes a point in every patient 
when the bladder is also pulled down and wrinkles; the essential is 
to note whether the cervix slides: behind the bladder or whether 
any traction at once causes wrinkling. This test is only needed 
when the bladder shews minor changes, but it saves time to apply 
the volsella before introducing the cytoscope in every case. 


PATHOGNOMONIC VALUE OF LESIONS SEEN. 


It cannot be too strongly emphasized that the lesions seen are 
not pathognomonic of carcinoma of the cervix. 


Cruet has seen bulgings of the base of the bladder due to 
retroversions of the uterus and collections in the pouch of Douglas 
which push the uterus forwards. 

Winter, Kolischer, Cruet, Braun® and Bierhoff? have all seen 
bullous oedema due to an inflammatory and swollen Fallopian 
tube being adherent in the utero-vesical pouch. Cruet and 
Pierhoff have seen it in a cystocele pouch and the former has seen 
i in association with fibroids in a retroverted uterus. Fromme" 
has described it round the mouth of a ureter following the passage 
o* a ureteral stone. 


No observations have been undertaken here on the pathogno- 
monic value of the bladder appearances, but notes from one of the 
cases excluded from the series are of interest in this connexion. 
The patient was admitted to hospital suffering from prolapse. On 
commencing to do a plastic vaginal operation for this condition, 
the appearance of the cervix aroused suspicion, so a piece was re- 
moved for examination. On section it showed carcinoma. The 
cystoscopy was done a week after the plastic operation. The whole 
bladder wall was covered with new vessels and there was con- 
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siderable transverse ridging and oedema of the trigone, but not 
behind it. A total hysterectomy was performed and the bladder 
stripped easily. ‘This was a very early case ot carcinoma, sections 
showing it to be confined to the portio vaginalis, so the bladder 
changes must have been brought about by the reparative changes 
consequent upon the anterior colporrhaphy. ‘This is supported 
by the two facts that the changes were most marked actually in 
the trigone and that the bladder was easily separated from the 
uterus during the hysterectomy. 


The bladder appearances, then, are in no way diagnostic of 
carcinoma of the cervix and are only of value in forming an 
opinion as to whether the case is a suitable one for operation or 
not. Therefore, in every one of the hundred and eleven cases here 


studied sections from the cervix have been examined and proved 
carcinomatous. 


PROGRESS OF THE LESIONS. 


It has been possible to repeat cystoscopy in five of these cases. 
Two of these were operable cases which came up to report; 
nothing was learned from these as the bladder in each case was 
almost normal at the first examination and remained so at the 
second. In three inoperable cases, however, there was some 
evidence of the relative severity of the bladder appearances. 


‘Case 40. Second cystoscopy 11 months after first. Only 
treatment cauterization with 50 per cent. zinc chloride at the time 
of the first examination. The area of the bullous ceedema noted at 
the first examination was greatly increased at the second. 


Case 69. Second cystoscopy three months after first. Only 
treatment cauterization with acetone at the time of the first ex- 
amination. In this case transverse ridges were just discernible 


on the first occasion and were very pronounced and increased in 
number on the second. 


Case 18. This patient, who was cystoscoped three times in 
all, is the most instructive. At the first examination the bulging 
of the bladder wall was so marked that the instrument could only 
be introduced at an angle of 45 degrees with the horizontal. The 
base of the bladder showed marked transverse ridging with bullce 
of oedema thereon. Eleven months later, after four applications 
of radium, the cystoscope could be used horizontally. There was 
very little transverse ridging of the base and no bull could be 
found. This corresponded with considerable shrinkage of the 
growth and amount of extension on bimanual examination. Nine 
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months later, after four exposures to deep X-rays, the cystoscope 
could still be used horizontally. The transverse ridging was gain 
very marked and the area where bullze appeared, larger than at 
the original examination. This corresponded with marked in- 
crease in the amount of extension in the broad ligaments, although 
the cervix itself felt normal in size and the ulceration remained 
healed. 

These observations, though too few in themselves to be con- 
clusive, tend to show that the bladder lesions are progressive and 
that bullous oedema accompanies a more advanced stage of 
carcinoma of the cervix than does transverse ridging. The ob- 
servations in Case 18 closely agree with those of Gouverneur and 
Fabre. 


APPEARANCE OF URETERIC ORIFICES. 


The appearance of the ureteric orifices has proved a disappoint- 
ing guide as to whether the ureter is compressed or not. Zange- 
meister, Fromme, Colaneri, Violet and Murard, Marion,?? and 
Cruet have all noted a ‘‘ volcano ’’ appearance of the ureteric 
orifice (i.e. widely gaping orifice placed on the top of a little 
mound of mucous membrane) and regard it as a sign of compres- 
sion above. Zangemeister states that the jets of urine are stronger 
but the intervals between them longer on the compressed side and 
Cruet agrees with him and states that fractioning of the jet occurs 
on that side. These findings are not reliable, as a glance at the 
results in this series on page 478 will show. 

Catheterisation of the ureters is the greatest asset. It has not 
been used continuously in this series and therefore no figures are 
given. It has been used in the later cases and in cases seen since 
the completion of the series, and in every case in which the catheter 
has passed easily there has been no difficulty in the dissection of 
the ureters. 


BLADDER SYMPTOMS AS A SIGN OF BLADDER INVOLVEMENT. 


Cystoscopy as a means of investigating the amount of bladder 
involvement cannot be replaced by a study of the urinary symp- 
toms. Cruet, Gouverneur and Fabre, Zangemeister, Franz,** 
Colaneri and Hartmann all come to this conclusion. Marion states 
that cystitis with painful polyuria and tenesmus indicates serious 
bladder involvement and Blum insists on the importance of bladder 
symptoms. Below, the relationship between bladder symptoms, 
cystoscopy and operability for this series is worked out. 


- 
a. 


Cystoscopy in Carcinoma of the Cervix 
Operable Cases (39). Two did not have operation. 


Bladder symptoms, Cystoscopy and Operative difficully. 


No Pain on 
Symptoms Frequency Micturition Difficulty Total 


Bulging and 
Circulatory changes. 
(a) Operation easy 
(b) difficult 
Further changes. 

(a) Operation easy 
(b) difficult 


Inoperable Cases (72). 


The following table shows the relationship between the bladder 
symptoms and the cystoscopic appearances. When more than one 
change was visible in the bladder that case is included under the 
heading of the most advanced change seen. ‘i peas 


Bladder No 
Appearances Symptoms Frequency Urgency Dysuria Incontinenée Total 


Minor changes 13, 
‘Transverse ridges 24 
Diffuse cedema 

Bullous cedema, 

Desquamation 

Unclassified changes 


(a) This patient had incontinence per urethram. 


These tables show, in approximate figures, that in both the 
operable and inoperable groups 50 per cent. of patients have no 
urinary symptoms and 30 per cent. complain of frequency. Incon- 
tinence, as a symptom, only occurs in the inoperable group, but of 
the five patients who thus complained no leakage could be found 
during cystoscopy and possibly the sensation which caused the 
patient to believe that she suffered in this way was due to the escape 
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of a watery vaginal discharge and not urine. 

Bladder symptoms, therefore, are no guide to the degree of 
involvement of the organ and are consequently valueless in form- 
ing an opinion as to operability. 


APPEARANCE IN INOPERABLE CASES. 


In this series there are 72 inoperable cases. Only 13 of these 
showed minor bladder lesions, i.e., bulging, new vessels, varicose 
or dilated veins, cystitis or a combination of these. Of these 13 
cases eight showed absolute fixation by the test mentioned, three 
had such great extension along some part of the vaginal wall that 
ii would have been impossible to have obtained a satisfactory 
vaginal cuff at operation; the general condition of one patient was 
too poor to warrant interference and in the last at laparotomy the 
growth on the posterior portion of the cervix was found to have 
reached the peritoneum while both broad ligaments were deeply 
invaded. The other 59 patients all showed the more advanced 
changes. Interest centres on five of these which were judged 
clinically to be operable (cases 19, 39, 59, 91, and 131). In three 
of these (cases 19, 39, and 59) the cystoscope showed marked trans- 
verse ridging; the growth was consequently investigated by the 
curette and friable material found to extend so far forward that 
curettage was stopped for fear of injuring the bladder. On account 
of these findings the cases were eventually classed as inoperable, 
and no laparotomy was undertaken. In the other two patients 
cystoscopy showed oedema. In case g1 this was diffuse and in 
case 131 it was mainly round the left ureteric orifice. Both these 
cases were submitted to laparotomy and found to be inoperable. 
In case 91 the growth had extended through the posterior layer 
of the right broad ligament; the rectum and bladder were both 
adherent to the cervix. In cases 131 the left broad ligament was 
found deeply infiltrated and the surgeon considered that the 
bladder was involved in the disease. Details of the inoperable 
cases are given in Appendix I. 


APPEARANCES IN OPERABLE CASES. 


Thirty-nine operable cases are included in this review. From 
a clinical standpoint seven were borderline and 32 were operable. 
Of the clinically operable cases, however, two were not submitted 
to abdominal section for general reasons. In this group there are 
two conditions for study, (a) the dissection of the bladder and 
(b) that of the ureters and their relationships respectively to the 
appearances of the bladder wall and those of the ureteric orifices. 
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(a) Relationship of appearance of bladder wall and dissection 


of bladder. 


Dissection Dissection 


Operable Cases (30) easy difficult 


Bulging only or with circulatory changes, 
including cystitis ... 20(a) 3(b) 
Early transverse ridging _.... 2(c) 2 


Desquamation 


Small varicose vein ... I 


I 


Border line Cases (7) 


Bulging only or with circulatory changes, 
including cystitis 

Early transverse ridging 

Gidema 

Cystocele pouch | 


(a) Case 100. 


(b) Case 12. 
Case 105. 


(c) Case 11. 
(d) Case 78. 


Bladder wall cedematous but stripped easily. 

Operation done six weeks after cystoscopy. 

Whole operation described as difficult on account of thick 
abdominal wall. 

Concurrent inflammatory appendage disease. 


The cedema was one or two small vesicles and was prob- 
ably part of a cystitis. 


Five of the seven cases clinically classed as ‘‘ borderline ’’ were 
submitted to laparotomy only because the cystoscopic findings 
were favourable (Cases 16, 78, 96, 97,and 106). The notes on the 
dissection of the bladder and ureters in these cases (see Appendix 
II) show that there was no real operative difficulty and it is sub- 
mitted that the after histories here shown prove that operation was 


justified. 


Case No. 16. Alive and well. 4 years 2 months 


78. Alive and well. 3 7 
96. Died after 2 3 
97. Alive and well. 2 3 
106, Died after 1 6 


24 6 
3 1 
I a 
1(d) 
1 
5 2 
” ” ” 
” ” ” 
” ” 
» » 
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An explanation for the two cases which have died is found in 
an important observation made at operation which could not be 
determined clinically beforehand. In these two cases lymphatic 
glands were involved, whereas in the three successful cases there 
was no such involvement. . 


It should be noted that ‘‘dissection difficult’’ is used in a very 
relative sense. Only cases in which the bladder could be stripped 
down by gauze-finger pressure are included under “ dissection 
easy.’’ The after histories of the two patients of the operable group 
in whom desquamation was noted are interesting. The patient in 
whom the dissection was easy (Case No. 28) suffered severely from 
shock at the end of the operation. She never rallied and died on 
the fifth day. The other patient (Case No. 30) developed an 
abdominal urinary fistula on the tenth day; this closed spontane- 
ously. Nine months after operation a recurrence developed and 
death occurred five months later. 

From this and the paragraph on inoperable cases it is apparent 
that operation should not be undertaken if the bladder appearances 
are more serious than early transverse ridging. 


(b) Relationship of appearances of ureteric orifices to 


dissection of ureters. 


Dissection Dissection 
Operable cases (30) easy diffieult 


Both. normat (18)... 13(a) 5(b) 


(a) Case 73. Left ureter thickened but dissection easy. 
Case go. Left ureter dilated. 
(b) Case 79. Dissection of left ureter easy. The right was not seen. 
Case 105. Whole operation difficult on account of thick abdominal 
wall. 
Case 113. Both difficult, possibly due to concurrent old inflamma- 
tory appendage disease. 


One normal, one abnormal or not seen (5). 


The abnormality in these cases was either a pouting ureter cr 
one showing evidence of traction or the appearance of new vessels 
at the orifice. Five cases fall into this group. Whenever the 
ureteric orifice appeared normal there was no difficulty in its dis- 
section. Ureters having an orifice of abnormal appearance always 
presented some little difficulty in dissection but none was im- 


possible. 
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Both abnormal (7). 


Appearances of Dissection of 


Right ureter. Left ureter. Right ureter. Lett ureter. 


“Lying ina Injected Dissected Easy 
sulcus from inflam- 
matory tissue 


Retracted Intramural Not difficult 
portion Easier than 
prominent left 


Surrounded “Volcano” Easy Easy ; care 
by pinhead at point of 
bullze of crossing 
cedema uterine 
artery 


New vessels New vessels Difficult 
with small 

bullae of ? 

pus below it 


Displaced Displaced Some dissection 
required 


Inflamed Inflamed Dithculty 
with 
paracervical 
gland 


On hillock Inflamed Easy Easy 


This table is summarized thus :—Of the 14 ureters included in 
these seven cases, there was difficulty in dissection on eight occa- 
sions and no difficulty in six. 


Borderline Cases (7). 


On five occasions both orifices had a normal appearance and in 
none of these was any difficulty encountered during dissection. 
One patient had a normal right ureteric orifice and the dissection 
of this side was easy; the left orifice was pouting and difficulty 
was encountered about half an inch from the point where the ureter 
entered the bladder. In the last case of this group both ureteric 
orifices, though normal in appearance, were markedly displaced 
and at operation, which was undertaken six weeks after the cysto- 
scopy, their dissection was found to be impossible. 

From the foregoing it is evident that the effect on the ureter 
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of pathological changes in the parametrium is not accurately re- 
flected in the appearance of the ureteric orifices. Thirty-seven 
cases are reported here (i.¢c., 74 ureters) and the following is a 
summary of the appearances and operative findings :— 


Dissection Dissection 
Appearance easy difficult 


Normal 50 ... 40 10 
Abnormal 21 II 10 


All that can be said is that when the orifices appear normal 
difficulties in dissection are less frequently encountered. 
Details of the operable cases are given in Appendix II. 


PATHOLOGY UNDERLYING THE BLADDER APPEARANCES. 

The great difficulty in assessing the underlying pathological 
changes giving rise to the more serious bladder appearances is that 
of obtaining material at a reasonable interval after cystoscopy. 
The material here considered —. sists of eleven uteri removed at 
operation and two post mortem specimens. The cystoscopic 
appearances, operative findings and pathological changes in the 
operation specimens are here set forth. In all these cases sections 
were prepared and examined from the whole length of the anterior 
cervical wall and such part of the utero-vesical septum as was 
removed. All the measurements were made in the supravaginal 
portion of the specimens. 


Cystoscopy was performed within a week of operation in all 
cases. 


Case Cystoscopic Bladder  Intervening Carcinoma Inflammatory Thickness of 

No. appearances. dissection. tissue. to surface zone to ‘Inflammatory 
(millimetres). surface zone 

(millimetres). (millimetres). 


97 ~+(Diffuse Easy No 7.67 
cystitis changes 
One or two 
ridges 
75 Chronic Easy No 
cystitis changes 


nil. 


Normal Easy Isolated 
patches 
of round 
cells 


/ 
ie 
= 
130 
4-35 3-9 0.39 
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Case Cystoscopic Bladder Intervening Carcinoma Inflammatory Thickness of 

No. appearances. Dissection. tissue. to surface zone to = Inflammatory 
(millimetres). surface zone 

(millimetres). (millimetres). 


New vessels Scissors No 3-38 0.91 1.82 
petechial used a changes 
hemorrhages little 


Bulge Easy Some : 0.65 
enlarged 
vessels 


Easy Patches of 
round cells 
throughout 

106 Normal Great 
engorgement 
of vessels 
Patches of 
round cells 


Cystitis No changes 


One small Patches cf 
Varicose round cells 
vein throughvit 


New Isolated 

Vessels patches of 
round cells 
Thickened 
vessels with 
hyaline walls 


to 


Cystitis One large Vaginal. 
vessel with portion surface 
hyaline wall only 


It will be seen that except in case 97 all the bladder changes 
were minor ones and that the only case in which more than gauze 
and finger pressure were required to dissect the bladder off the 
cervix (Case No. 16) is in about the middle of the group from the 
point of view of approach of both the malignant process and in- 
flammatory zone to the surface. That this amount of adhesion 
was of no importance is proved by the fact that the patient is alive 
and in good health four years and two months after operation. 
The table also shows that while there is no absolute connexion 
between the approach of disease to the surface of the cervix and 
the changes in the intervening tissue yet, as would be expected, 
the less the distance, the more likely are such changes to be noted. 
From this it appears that the minor changes noted by the cysto- 
scope are simply due to the hyperemia associated with malignant 
disease and inflammatory processes in the pelvis and that there is 
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0.97 0.45 0.52 

0.97 to 0.97 

surface 

| 


480 Journal of Obstetrics and Gynecology 


microscopical evidence that these changes are unassociated with 
serious pathological conditions in the utero-vesical septum such as 
would be likely to render operation difficult or impossible. 

The two post-mortem specimens are of considerable interest 
although some time elapsed between the cystoscopy and the patho- 
logical examination in each case. 

Case No. 38. The patient had had symptoms for at least a year 
and had been advised that operation was impossible as a result of 
a gynecological examination two months before the cystoscopy. 
The cystoscopy was done 4o days before death and showed very 
marked bullous oedema especially at the right side of the base of 
the bladder. Sections cut from this part of the bladder, post- 
mortem, show malignant disease in the muscle coat extending 
to within 0.71 millimetres of the surface of the mucosa. There is 
round celled infiltration of the submucosa with dilated engorged 
vessels. The oedema of the mucosa is very obvious (Fig. 4). 

Case No. 48. This patient had had a Cesarean section eight 
months previously on account of carcinoma of the cervix and it is 
x0t known how long she had had symptoms before that . Cysto- 
scopy, performed 28 days before death, showed marked bullous 
oedema. There was also a chronic cystitis. Sections of the bladder 
wall showed that the malignant disease had invaded its muscle 
coat and reached to within 2.27 millimetres of the free surface of 
the mucosa. There was round celled infiltration throughout with 
enlarged vessels in the mucosa and submucosa. Qidema and in- 
flammation of the mucous membrane were very noticeable (Fig. 5). 

In view of the length of time that these patients were known 
to have suffered from this disease before the cystoscopy was per- 
formed there is no reason for thinking that the carcinoma was 
especially rapidly growing. Its advance, therefore, towards the 
bladder cannot have all occurred during the last days of life. These 
two cases, although, obviously, two cases cannot be conclusive, 
tend to show that bullous oedema occurs when the malignant 
disease has actually reached the bladder wall or is very close to it. 

Let us now consider the opinions of previous authors on these 
points. 

Bulging. Cruet, Pollosson, Fromme and Colaneri are agreed 
that this appearance is entirely due to the bulk of the growth. 
Hannes quotes a pathological examination by Koch of the anterior 
cervical wall of a uterus removed by operation from a patient in 
whom cystoscopy showed bulging and submucous hemorrhages. 
There is no mention of the time which elapsed between the cysto- 
scopy and the operation. At the operation there was difficulty in 
loosening the bladder and under the microscope it was found that 
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the carcinoma reached right up to the tag of peritoneum on the 
uterus. 1 agree with the four authors mentioned at the beginning 
of this paragraph and cannot agree with Koch in view of my own 
pathological examinations. 

Transverse ridging. Two points are considered in the literature 
in connexion with this appearance: (a) its nature, and (b) its 
cause. (a) All authors who write on this point consider it to be 
a form of oedema. Winter considers that it is a swelling of the 
mucous membrane due to circulatory disturbance. Cruet thinks 
that this is the reaction of the base of the bladder when the trigone 
reacts by oedema. Luys also considers it to be an oedema. 
(6) Violet and Murard, Zangemeister, Mock and Dore, and 
Sticker and Hirt, writing on causation, all consider that it is due 
to traction on the mucous membrane which is adherent to subjacent 
inflammatory or malignant tissue. Zangemeister quotes a case in 
which this appearance was seen at cystoscopy and on which he 
operated. <A piece of bladder wall remained adherent to the cervix 
and this region was examined microscopically and the carcinoma 
found to be six to eight millimetres from the bladder mucous mem- 
brane. He gives no information about the inflammatory zone. 
There is no pathological material available in this series in con- 
nexion with this point but my experience clinically is, in general, 
in agreement with the foregoing. Q£dema and transverse ridging 
have been seen in association in several cases and are therefore 
presumably of the same character and due to the same cause. This, 
I suggest, is a serious alteration in the circulation of the bladder 
due to compression of its vessels by the close proximity to its 
walls of malignant disease or the inflammatory zone which accom- 
panies that disease. This would place this change in the same 
category as oedema. Either malignant disease or inflammatory 
reaction may cause actual adhesion between cervix and bladder, 
and so give rise to difficulty at operation. This is, essentially, 
the same idea as that expressed by the writers mentioned under (b) 
above. Transverse ridging, however, has been seen apart from 
oedema, and cases in which this appearance is found in its very 
early stages are operable, so it appears that transverse ridging is 
an earlier change than bullous oedema. The disappearance of 
bullous oedema but the persistance of transverse ridging in Case 
No. 18 (see Progress of Lesions, page 471) while under treatment 
supports this view, although no conclusions can be drawn from one 
case. 

Bullous edema. Two explanations are put forward in explana- 
tion of this appearance. (a) That it is due to circulatory disturb- 
ance; Winter, Cruet and Savor?s support this view. Savor mentions 
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a post mortem examination in which he found submucous oedema 
of the bladder and engorgement of its vessels but does not state 
how far the malignant disease extended towards the bladder. Cruet 
quotes a post mortem examination by Lecene in which the neo- 
plasm stopped at a well defined limit (locality not stated) and no 
cancerous node was found in the utero-vesical septum but much 
round celled infiltration and dilatation of vessels. (b) That it is 
due to an extension of an infiltrative or inflammatory process t9 
the bladder wall and its approach towards the mucous membrane. 
This is Bierhofi’s view, but he does not produce any pathological 
evidence in support of it. My observations agree with Bierhoff’s 
view. This type of cedema of the bladder in association with car- 
cinoma of the cervix appears to me to be a sign of considerable 
advance of the growth in the anterior direction. The two examina- 
tions carried out post-mortem, of bladders in which this occurred, 
support this view, as also do the repeated examinations in Case No. 
1S already mentioned. The little ulcers sometimes seen in associa- 
tion with bullous oedema (referred to in the appendices as ‘‘desqua- 
mation”’) are thought by Kolischer and Colaneri to be due to the 
rupture of some of the bullze. With this view I concur. 

There is no positive explanation of the cause underlying the 
‘“‘cracked porcelain’? or ‘“‘Shoneycomb’’ appearance as there are no 
post mortem reports available in the literature or in my own series. 
The “honeycomb’’ appears clinically to be a later manifestation 
than any of the forms of oedema, and appears after it has passed 
off. Gidema is produced by pressure on the blood-vessels, so it 
would seem that another cause must be sought for the ‘‘honey- 
comb.’’ Violet and Murard consider that it is due to processes 
of the growth attaching themselves to the vesical mucous mem- 
brane, the contraction of these processes producing the appearance. 
One would suggest that it is due to lymphatic involvement. Of 
the authorities who have written on the bladder lymphatics only 
Albarran! and Gerota!? describe their presence in the mucous 
membrane. Both of these accounts must be regarded as unreliable. 
Albarran prepared his specimens by separating the mucous mem- 
brane from the bladder wall and then soaking it in silver nitrate. 
This method does not specifically stain lymphatics. It is used, 
for example, to demonstate nerves and intercellular substances. 
Gerota in his work does not appear to have excluded the possibility 
that he might have been injecting veins. Indeed, considering 
that the vesical mucous membrane is designed to be non-absorbent 
and contains no glands, one would not expect it to have a rich 
lymphatic network. Reiffel and Descomps?? from a review of the 
literature state that many agree that there is a fine network of 
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lymphatics on the deep surface of the musculature, i.e., in the sub- 
mucous layer, and it would appear to me that the ‘‘honeycomb”’ 
appearances may be due to obstruction of these submucous lym- 
phatics either by pressure or permeation. 


CystoscoPic APPEARANCES AND PROGNOSIS. 

Since the ultimate cause of death in so many patients suffering 
from carcinoma of the cervix is some involvement of the urinary 
system giving rise to uremia it was considered that there might 
be some correlation between the cystoscopic findings and the time 
the patient would live. If such a connexion exists it would be 
further evidence in support of the view that the bladder lesions 
are progressive. 

In order to test this all the cases have been followed up, but 
only those cases are considered here which have had no treatment 
that could materially check the course of the disease. That is to 
say, cases which were submitted to operation or treated by radium 
are excluded. There is no information available as to how long 
the appearance found in the bladder had been present before the 
patient was examined and this might materially affect the average 
duration of life. 

There are 11 patients who showed the appearances grouped as 
class 2 on page 467 Their average duration of life from the time 
they were seen was 15.63 months. Sixteen cases showed class 3 
appearances with an average duration of life of 10.43 months, and 
31 showed class 4 appearances with an average duration of life of 
8.4 months. 

Once again the danger of drawing positive conclusions from 
small groups of cases must be considered, and therefore the follow- 
ing table has been drawn up showing the ‘probable error” in the 
average and also the “standard deviation’? from the average in 
each class. The number of cases in each of the other classes was 
too small to allow of study. 


Class of © Number Average duration Probable error Standard deviating 
appearance of cases ot life (months) in aVerage from average 


2 II 15.63 + 2.86 
3 16 10.43 +- 1.08 
4 31 8.4 +0.75 


This suggests that the appearances are progressive and that the 
order in which they are arranged on pages 467 and 468 is approximately 
he order of their seriousness, for when they are considered seriatim 
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the average duration of life falls as we ascend in the class of 
appearance. 

Unfortunately there are no figures on these lines in the litera- 
ture with which to compare those produced here, and a much 
larger series of cases is required before a definite conclusion can 
be reached, particularly a series in which the standard deviation 
from the average is less than that shown. It must also be noted 
that many patients die from other causes than uremia and, there- 
fore, while this may be a useful aid to prognosis, there are other 
factors to be considered. 


CONCLUSIONS. 

1. Relationship of cystoscopy to operability. 

(a) In clinically inoperable cases cystoscopy is unnecessary. 

(b) In clinically borderline cases cystoscopy is of great value 
and may be the deciding factor. 

(c) All cases judged operable should be submitted to cystoscopy 
to ensure that there is no extension in an anterior direction which 
has escaped detection on bimanual examination. 

2. Cystoscopy cannot be replaced for this purpose by a study of 
the urinary symptoms. 

3. Early transverse ridging is the cystoscopic picture which 
denotes the limit of operability. 

4. Bulging of the bladder wall is mechanical only. 

5. Circulatory changes are a part of the pelvic hyperemia 
associated with the disease. 

6. Bullous oedema is due to actual invasion of the bladder wall 
by the malignant disease, or it’s very near approach thereto. 

7. The appearance of the ureteric orifices is of no value as a 
guide to the difficulties likely to be encountered in the dissection 
of the ureters. 

8. The cystoscopic appearances are also a factor in estimating 
prognosis. 
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Mixed Tumours of the Uterus and Vagina. 


BY 
WILFRED SHAw, M.A., M.B., B.Ch. (Cantab.), F.R.C.S. (Eng.). 


Res. Assist. Physic. Accouch. St. Bartholomew's Hospital. ' 


From the Department of Obstetrics and Gynecology, St. Bartholo- 
mew’s Hospital, London. 


THE term ‘‘ Mixed Tumours ’’ has been applied to neoplasms 
which consist of cells foreign to the particular organ in which the 
tumour is found, together with masses of sarcoma cells. The best 
example of this type of growth in the uterus is the so-called grape- 
like sarcoma of the cervix, which is usually grouped separately, 
in the classification of the forms of uterine sarcoma, because of its 
characteristic appearance. Tumours with corresponding structures 
have, however, been found arising in the body of the uterus and 
some at least of the vaginal sarcomata of children belong to this 
group, with the result that the modern tendency has been to,collect 
these tumours together under the term ‘‘ Mixed Tumours.’’ These 
neoplasms are of especial interest because of the peculiar features 
of their histological structure and because of the problems which 
arise when their etiology is considered. Again they closely re- 
semble the Wilms’ tumour of the kidney and they are not’ unlike 
somewhat similar tumours which are found in the prostate gland. 

The museum of St. Bartholomew’s Hospital contains several 
specimens of these tumours. During an examination of some 
of the older specimens, one of these tumours was found— 
i: will be referred to in detail later—described under the term 
“cervical polyp’? but when it was examined microscopically sar- 
coma cells, cartilage, striated embryonic muscle cells and glands 
were found. <A case of vaginal sarcoma in a child aged three and a 
half years occurred in the hospital about this time, and the interest 
that was aroused led to an examination of the literature, when it 
became apparent that, although lengthy and erudite contributions 
to the study of these tumours had been made on the continent, 
relatively little had been done in this country or in America, and 
it was thought that a further contribution-would not be out of place. 

There is, perhaps, at the present time some want of precision 
in this country in the grouping of these tumours ; in consequence it 
will perhaps be most convenient if a brief historical account is first 
made. The cases will first be described, for they are fairly typical, 
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and the peculiarities and properties of the tumours will then 
be reviewed. A resumé will then be given of the hypotheses that 
have been advanced to explain the origin of these tumours. 

The so-called grape-like sarcoma of the cervix is the best known 
and perhaps the most typical of these tumours and is usually 
considered to be separate and apart from the other forms of uterine 
sarcoma, because of its strikingly arborescent structure and _ its 
grape-like vesicles. 

The first case was recorded by Weber! in 1867. The tumour 
arose from the anterior lip of the cervix uteri of a multipara of 45 
and rapidly recurred after removal. Weber described spindle cells, 
smooth muscle cells, and striated embryonic muscle cells in his 
account of the microscopical structure. Weber’s account is remark- 
able in that although it was given 60 years ago, the essential 
features of these tumours, their villous-like appearance, their 
origin from the cervix, their power of recurring after removal and 
the remarkable histological appearance they possess in containing 
striated embryonic muscle cells in a sarcomatous stroma, were all 
brought out and his achievement is all the more praiseworthy in 
that, in the last two decades several descriptions of these tumours 
that have been made, have given no account of the heterologous 
tissues that are found in them. 

A similar case was recorded by Kunert? in 1874, and in 1877 
Thiede* recorded for the first time the presence of hyaline cartilage. 
He emphasized the sarcomatous nature of the stroma and pointed 
out that in some areas the stroma appeared myxomatous. In 1879 
Spiegelberg* recorded a case of *‘ Sarcoma colli uteri hydropicum 
papillare ’’ and in the following year described a similar specimen. 
A case was recorded by Rein® in 1880 under the remarkable term 
enchondromatodes arborescens colli uteri.’’ Miiller® 
and Winkler‘ in 1883 described similar tumours. Pernice’ in 1888 
recorded a specimen which received considerable attention—it is 
illustrated in Bland-Sutton’s ‘*Tumours’’—under the term ‘‘Trau- 
biges myosarcoma striocellulare uteri.’” The tumour contained 
striated muscle cells and myxoma cells were described in the 
stroma. Hyaline cartilage was found in the metastases at autopsy. 
At this time there was considerable confusion about the exact 
nature of the tumours, particularly as regards the character of the 
fluid in the vesicles, and the terminology was of course quite out 
of hand. In 1892 Pfannenstiel® recorded a recurring polyp of the 
cervix of a similar type to those described by Rein and Kunert. 
To overcome the objections that had been raised to the terminology 
employed by Rein and Pernice he advocated the use of the non- 
committal term ‘‘ Traubiges Sarkom der Cervix’? and the simpli- 
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city of this terminology has endeared it to gynecologists in general. 
The main reason for Pfannenstiel’s use of the neutral term was 
the controversy over the character of the fluid in the vesicles. 
Spiegelberg considered it was oedema, others held it to be myxo- 
matous, while some authors claimed it to be mucinoid. It was not 
until Wilms’!® monograph was published in 1go0o0 that the true 
embryonal nature of the stroma was clearly defined. Wilms ad- 
vocated the term ‘‘ Mischgeschwiilste ’’ for these tumours and 
emphasized their resemblance to the embryonal tumours of the 
kidney. The advantage of the term ‘‘ Mixed Tumours ”’ is that 
the complexity of their structure is indicated and the tumours are 
brought into relation with the similar tumours found in the body 
of the uterus and in the vagina. The main disadvantages of Pfan- 
nenstiel’s terminology are that all such tumours are not grape-like 
in form and that the microscopical structure is not referred to. 
Since Wilms’ monograph cases have been recorded by Seydel,# 
Peham,'? McCann, Williamson, Kehrer, Hillier,!® and others. 

It has already been pointed out that it is usual, because of the 
peculiar macroscopical appearance of these tumours, to group them 
apart from the other forms of sarcoma of the uterus. It is perhaps 
more accurate to group them separately on account of their histo- 
logical peculiarities, and in this way they can be linked up with 
similar ‘‘ Mixed Tumours ”’ of the body of the uterus with which 
they correspond very accurately. Such tumours are rare but 
authentic cases are on record. The first case was described by 
Anderson-Edmannsson"™ in 1870 and a second case by Bystroumoff- 
Eckert’ in 1874. In 1899 Von Franqué!® published a description 
of a polypoid tumour of the fundus which was obtained from a 
multipara of 49. The tumour consisted of sarcoma cells, striated 
muscle, smooth muscle, and uterine glands. Gebhard?’ in 1903 
described a somewhat similar tumour which contained fat, smooth 
muscle, cartilage and sarcoma cells. In Penkert’s?! case, described 
in 1905, smooth muscle, cartilage and giant cells were found. The 
two cases published by Glynn and Blair Bell?? in 1914 probably 
belong to the same group of tumours, for although no cartilage or 
fat could be found, striated embryonic muscle cells were present. 
One of the best described and perhaps the most interesting of all 
is the case recorded by Schréder and Hillejahn?’ in 1920, in which 
spindle celled, mixed celled, perivascular, chondro- and_ lipo- 
sarcomatous areas were seen in addition to fat, cartilage and nerve 
tissue. There was even a suggestion of carcinomatous changes in 
the epithelium covering the tumours. No striated muscle cells were 
seen. 


Not only do these tumours correspond closely to the so-called 
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grape-like sarcomata of the cervix in their microscopical structure 
but there is also a parallel between them in that the growths of the 
body of the uterus are usually polypoid in type, with a tendency 
t» an arborescent appearance, but through being confined within 
the narrow limits of the cavity of the uterus, villous arrangement 
is not so obvious as in the case of the tumours of the cervix. -For 
these reasons it seems that two types should be grouped together 
under the term ‘‘ Mixed Tumours’’ of the uterus. 

The third form which can be grouped under the heading 
‘* Mixed Tumour "’ is one type of vaginal sarcoma met with in 
children. There are two excellent papers on vaginal sarcomata in 
the St. Bartholomew’s Hospital Reports: that published in 1891 
by Gow deals with vaginal sarcoma in the adult, while D’Arcy 
Power’s*> article (1895) records cases of vaginal sarcoma in chil- 
dren. The latter paper gives references to the cases recorded up 
to the year 1895. Kehrer,!® in 1906, collected 32 cases of primary 
sarcoma of the vagina in children and pointed out that in nine of 
these cases heterotopic tissues, usually in the form of striated 
embryonic muscle cells, had been demonstrated. It is well known 
that the primary sarcoma of the vagina in children is often poly- 
poid in type and in some cases the vagina is covered with a 
multitude of small sarcomatous polypi. The association of this 
polypoid appearance with the presence of striated embryonic muscle 
cells recalls the ‘‘ Mixed Tumours ”’ of the cervix and body of the 
uterus. Nevertheless, in spite of this association it is undoubtedly 
true that certain forms of the vaginal sarcomata met with in chil- 
dren do not fall into this group; only a limited number of vaginal 
tumours can be grouped under the term ‘‘ Mixed Tumours.”’ 

The cases that have been collected from the St. Bartholomew's 
Hospital Museum will now be described, for they are fairly typical 
of the tumours indicated above. 

The first specimen was described in 1886 by Galabin?® and 
presented to the museum of St. Bartholomew’s Hospital. It was 
removed by the galvanic écraseur from the cervix of a nullipara 
of 17 who for six weeks had complained of vaginal haemorrhage 
and discharge. The tumour protruded from the vulva when the 
patient coughed and on examination it was found to bleed easily. 
li exuded sticky fluid and recurred within three months after 
removal. Galabin described the tumour as a myxofibroma but in 
the description of the tumour in the museum catalogue there is 
the statement that hyaline cartilage and glands are to be found. 
The specimen is about three inches in diameter and has a lobulated 
surface. The surface is covered with squamous epithelium which 
closely resembles that of the vaginal portion of the cervix. The 
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main bulk of the tumour is made up of spindle cells which resem- 
ble those of a spindle celled sarcoma. Hyaline cartilage with a well 
differentiated perichondrium is present, Fig. 4. The cartilage cells 
are not perfectly well defined and give the appearance of young 
primitive cells. Gland spaces are numerous and these spaces 
correspond accurately to the normal glands of the cervix. The 
epithelium is high columnar with the nucleus at the base of the 
cell and the protoplasm contains mucin. In no place is there any 
suggestion of malignant change in this epithelium. Blood vessels 
are numerous, dilated thin-walled small veins predominating, and 
in parts the tumour is almost navoid in type, Fig. 6. In all places 
the walls of the vessels are well developed. Areas of large cells rich 
in protoplasm are seen and these cells when cut longitudinally 
are cross striated. The rest of the tumour consists of spindle cells 
in a matrix which does not contain mucin, and which when ex- 
amined under a high power is seen to resemble closely that found 
in foetal tissues. The tumour is therefore an example of a ‘‘ Mixed 
Tumour”’ of the cervix and it is perhaps because of the absence of 
a grossly arborescent surface that its true character has not been 
recognized until the present time. It is interesting to note that the 
specimen is one of the earliest on record—only the cases of Weber, 
Kunert, Thiedes, Rein and Miiller being described before 1886. 
The second case was described by Williamson! in 1905. The 
patient who was admitted under the care of Sir Francis Champneys 
was aged 39, the mother of six children, the last child having been 
born six years previously, and approximately nine months before 
admission suffered from vaginal haemorrhage and discharge. Two 
months before admission polypi had been removed from the 
cervix. The enormous tumour arose from the anterior lip of the 
cervix, which, together with the growth was removed by the 
écraseur. Williamson emphasized the translucent cyst-like dilata- 
tions that were present. The specimen has been re-examined his- 
tologically and the description given below differs in some respects 
from that given originally by Williamson. The surface epithelium 
is mainly squamous, Fig. 1, but in other places it is columnar, 
similar to that of the cervical canal, and the epithelium intervening 
between the squamous and columnar areas is transitional in type. In 
the greater part of the tumour the epithelium is intact and ulcera- 
tion is scanty. When the size of the tumour and its elaborate and 
numerous branching processes are considered, the remarkable 
feature that almost the whole of the enormous surface is covered 
with epithelium and that in only a few places has ulceration oc- 
curred, becomes apparent. Probably few malignant growths of this 
size would retain a surface epithelium to this degree. Gland spaces 
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of the same type as those met with in the case described above are 
present in the substance of the tumour, Fig. 5. In other areas the 
tumour has an appearance typical of a fibrosarcoma. Embryonic 
cartilage is present but the cartilage is not so plentiful as in Gala- 
bin’s specimen. Embryonic striated muscle fibres are found in large 
numbers, Figs. 2 and 3. The nuclei are large, ovoid in shape, and 
mainly eccentric when the fibres are seen cut transversely. These 
cells lie in a fibrillary matrix and round cells and interstitial 
hemorrhages are plentiful in their vicinity. In other situations there 
are masses of ovoid cells with large nuclei; in some places packed 
closely together, elsewhere widely separated with delicate processes 
merging into structureless ground substance which does not contain 
mucin, Fig. 3. Areas of true myxomatous cells are also found. The 
vessels are numerous with well developed endothelium : interstitial 
hemorrhages are present but not plentiful except in the areas 
of embryonic striated muscle cells. This tumour is therefore typical 
of the grape-like sarcoma of Pfannenstiel in its histological appear- 
ance. It should be emphasized that the bulk of the tissues present 
are embryonic in type. 

The interest which these specimens aroused led to an examina- 
tion of the museum specimens in the hope that a specimen of 
* Mixed Tumour ”’ arising in the body of the uterus might be 
found. This search was unsuccessful but a remarkable form of 
sarcoma was found which, although not belonging to the ‘‘ Mixed 
Tumour ” group, resembles in many ways Von Franqué’s speci- 
men, and a brief description will be given. The specimen was 
obtained by panhysterectomy from a multipara aged 72 who was 
admitted to St. Bartholomew’s Hospital in June 1911, under the 
care of the late Herbert Williamson. The patient had borne 
three children, and had had three miscarriages; the menopause 
occurred at the age of 44: the menstrual cycle had been regular 
of 28 days and of seven days’ duration. For twelve months prior 
to admission there had been the sensation of something coming 
down, together with yellow purulent vaginal discharge. In Octo- 
ber 1910 there had been vaginal hemorrhage and in May 1911 
a lump was passed. On examination the cervix was found to be a 
little dilated with a soft mass lying in the cervical canal. The uterus 
was retroverted and enlarged. The patient recovered from the 
operation and was discharged well but no further history can be 
found. The uterus is enlarged to twice the normal size and the 
wall is of normal thickness. The cavity is occupied by a lobulated 
polypoid mass arising from the anterior wall. When this is ex- 
amined microscopically, it is found to have a mulberry-like form. 
The tumour is covered with epithelium which is ulcerated in only 
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« few places. The epithelium is mainly coiumnar, the cells con- 
taining mucin, but there is advanced squamous metaplasia. The 
tumour consists mainly of spindle cells and the general form is 
that of a spindle celled sarcoma. Cystic gland spaces are seen in 
the substance of the tumour, and the glands resemble more those 
of the cervix than those of the endometrium of the body. There 
are no embryonic striated muscle cells. In some places there are 
areas of a cell-free gelatinous matrix not unlike that seen in 
embryonic cartilage, but true cartilage is absent. The endothelium 
of the blood vessels is well developed and interstitial haemorrhage 
is scanty. The tumour is remarkable because of its papillary form 
and its almost complete epithelial covering. The tumour cannot 
be included among the ‘* Mixed Tumours ”’ of the uterus because 
ot the absence of cartilage and embryonic striated muscle cells. 
On the other hand it does not agree with the usual forms of 
primary sarcoma of the endometrium of the body of the uterus and 
for this reason it is included amongst the cases described. 

The fourth case is that described by D’Arcy Power in the 
St. Bartholomew’s Hospital Reports of 1895, as a primary sarcoma 
of the vagina in a child of two years four months. The case is 
admirably described and illustrated in the Reports and only a 
brief resumé is given below. The child was admitted with reten- 
tion of urine due to a vaginal swelling, and died with symptoms 
of uremia. A vaginal discharge had been present since 14 months 
previously, and five months prior to admission polypi were ob- 
served protruding at the vulva. At post mortem examination the 
vagina was studded with a multitude of polypi, some sessile, 
others pedunculated, some gelatinous and others solid. The 
polypi were not ulcerated. The denser polypi were described as 
round celled sarcomata, the gelatinous as myxo-sarcomata. The 
specimens have been re-examined and have been found to contain 
embryonic striated muscle cells, apart from round celled and spin- 
dle celled sarcomatous areas. The gelatinous matrix is found to 
consist of embryonal mesenchyme-like tissue. 

The fifth case occurred in St. Bartholomew's Hospital in 1927 
and | have to thank Dr. Barris and Dr. Donaldson for permission 
ty publish the records of the case. The patient was a child of three 
and a half years who was brought to hospital because of vaginal 
hemorrhage and a protrusion at the vulva. The child had suffered 
from ophthalmia neonatorum and at the age of 12 months from 
gonococcal vaginitis : both conditions cleared up under treatment. 
lin November 1927 there was difficulty with micturition and a red 
mass was seen protruding at the vulva. On November 25th there 
was severe vaginal hemorrhage and the child was seen at the 
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Royal Northern Hospital by Dr. Donaldson who diagnosed 
vaginal sarcoma and sent the patient into St. Bartholomew’s 
Hospital for radiological treatment. Because of the history of 
gonococcal vaginitis it was decided to examine the child under an 
anzesthetic and remove a portion of the tumour for histological 
examination. It was then found that polypi were attached not 
only to the vagina but also to the urethra and cervix: that the 
pelvis was occupied by a swelling of about the size of a duck’s 
egg and that the bladder and uterus were probably involved. 
X-rays treatment was advised but in spite of four doses of X-rays 
the child rapidly sank and died. No post mortem examination 
was obtained. The material that was obtained for section was 
extremely difficult to interpret for most of it was necrotic and the 
rest infiltrated with inflammatory cells. Ulcerations were plentiful, 
elsewhere the surface was covered with squamous epithelium. The 
tissue was made up of spindle cells and of embryonic stellate cells 
in a gelatinous matrix. Striated embryonic muscle cells were fairly 
numerous. The tumour was very vascular, the endothelium of the 
vessels well developed and interstitial hemorrhage scanty. Diffi- 
culty was encountered in finding the striations of the embryonic 
muscle cells although the appearance of large cells rich in proto- 
plasm indicated that such cells were probably present. It was 
found that Giemsa’s stain brought out the striations very well. The 
specimen illustrated the difficulty of identifying the rhabdomyo- 
sarcomatous elements in cases in which the growth is grossly 
infected. 

The case is incomplete in that there was no proof that the 
tumour arose primarily in the vagina although both the clinical 
and histological features suggested that this was so. The tumour 
is included among the ‘‘ Mixed Tumours ”’ of the vagina because 
ot the presence of striated embryonic muscle cells, spindle celled 
sarcomatous elements, and the matrix which resembled embryonal 
mesenchymal tissue. 

It has been pointed out above that very complete descriptions 
ol these interesting tumours have already been made, particularly 
by Wilms!’ and by Kehrer, and the account given below is in 
no way original and is based upon papers already published. The 
investigation of cases has not been easy for their publications have 
been scattered and the number of cases recorded below is probably 
far from complete. 

It is most convenient on clinical grounds to divide the tumours 
into three groups, those arising in the body of the uterus, those 
originating in the cervix and those having an origin from the 
vagina. The justification for this classification lies in the age 
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incidence of the tumours, and their fairly typical appearances in 
these situations. 

The ‘* Mixed Tumours ”’ of the body of the uterus are the rarest 
of the three forms and only some thirteen cases are on record. In the 
majority of these cases striated embryonic muscle cells were present 
and the demonstration of such cells is perhaps the surest method 
of enabling the true character of the tumour to be determined. 
It does not follow, however, that in all cases of ‘‘Mixed Tumours’’ 
of the body striated muscle cells have been found: but in these 
cases the presence of cartilage and of sarcomatous elements has 
justified their inclusion in this group. In cases of ‘‘ Mixed Tumours”’ 
of the body of the uterus, the tumour arises typically after the 
menopause. In Anderson-Edmansson’s case the patient was 50, 
in von Franqué’s case 49; Gebhard’s 56; Penkert’s 62; Glynn 
and Blair Bell’s cases,62 and 75; Schréder’s case 58: an ibis 
age well past the menopause. 

The malignancy of these tumours is extraordinarily high, the 

majority of the patients dying within a short time of the operation 
for removal—although von Franqué records a case free from recur- 
rence 10 years after operation. The growth spreads in a manner 
-somewhat similar to that of a sarcoma, although metastases in the 
lungs are apparently not so common as with sarcomata. 

The growths are almost invariably polypoid in type, usually 
with a distinct pedicle. They are vascular and the most dependent 
part of the growth is usually necrotic. The cut surface shows a 
lobulated or papillary arrangement. When examined histologi- 
cally the following structures have been found. In six cases 
out of 13, striated embryonic muscle cells have been found 
(Anderson-Edmannsson, Bystroumoff-Eckert, von Franqué, Glynn 
and Blair Bell [two cases], Laeven?’) cartilage in six cases 
(Gebhard, Penkert, Laeven, Kworotansky,?* Feuchtwanger,” 
Schréder), and fat cells in two cases (Gebhard, Schréder). Bone, 
smooth muscle fibres, nerve cells, embryonic ground substance, 
have all been described. In all the tumours sarcomatous cells have 
been found, round celled, spindle celled, and mixed celled types 
having been described. In Schréder and Hillejahn’s case and in 
Laeven’s case there was, in addition to the ‘‘ Mixed Tumour ’ 
structure, a suggestion of carcinomatous changes in the epithelium 
covering the tumour. 


The *‘ Mixed Tumours ”’ of the cervix are more frequently met 
with than those of the body of the uterus. Their main clinical 
features were indicated by Weber in his description of the first 
case to be recorded. Almost invariably they are arborescent 
growths which may attain a very considerable size, possessing 
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typical grape-like vesicles. The vesicles may contain translucent 
material. The growths rapidly recur after local removal and soon 
infiltrate the cervix, parametrium and bladder. The malignancy is 
extremely high and I can find no record of a patient surviving for 
any length of time after removal of the growth. In most cases 
death rapidly follows operation. Metastases are not emphasized 
in the literature: apparently death occurs before extensive metas- 
tases develop. Most authorities state that the behaviour of the 
tumours is more like that of sarcomata than of carcinomata, al- 
though metastases in the pelvic lymph glands have been described. 
li is of very great theoretical interest that in some cases the struc- 
ture of the metastases has differed from that of the primary growth 
e.g. in the cases of Pernice® and of Miiller.® 

The age incidence is much lower than that of ‘‘ Mixed Tumours”’ 
of the body of the uterus; recorded cases are as follows: 45 
(Weber), 35 (Kunert), 40 (Thiedes), 21 (Rein), 24 (Miiller), 17 
(Pernice), 53 (Pfannenstiel), 41 (Wilms and Koch), 17 (Galabin), 39 
(Williamson), 38 (Kehren), 42 (Seydel), 18 (Peham), 52 (McCann), 
34 (Hillier), the average age (34) being considerably lower than 
in cases of ‘‘ Mixed Tumours ”’ of the body of the uterus. The 
symptoms are, mainly, irregular vaginal hemorrhage and dis- 
charge. The diagnosis seems to be made easily in most cases 
because of the typical arborescent appearance of the tumour. 
Treatment is unsatisfactory, local removal being invariably followed 
by rapid recurrence, while total extirpation is followed by death 
from metastases, and there is no record of the results of radiological 
treatment so far as I can discover. 

The origin of the tumour from the cervix is accurately recorded 
in the majority of cases, and the squamous epithelial covering is 
ip support of this view. ‘The presence of embryonic striated muscle 
fibres is the most characteristic feature of the histology of the 
tumours. Of 19 cases that have been collected—those of Weber, 
Kunert, Thiedes, Rein, Miiller, Pernice, Pfannenstiel, Wilms and 
Koch, Seydel, Peham, Spuler, Kehrer, Hillier, McCann, William- 
son, Galabin, Witte,°° von Franqué and Berka*! striated embryonic 
muscle cells have been described in 12. It is possible that this 
estimate is low, for in some of the cases there is no record of 
a search being made for such cells. In any case it is not always 
easy to demonstrate the transverse striations. It is therefore prob- 
ably true to say that in the majority of cases striated embryonic 
muscle cells are found in these ‘‘ Mixed Tumours "’ of the cervix. 

Cartilage was demonstrated in 12 of these cases, bone in one 
case (Kehrer), fat cells in three cases (Wilms and Koch, Spuler, 
von Franqué), smooth muscle cells in five cases (Weber, Pernice, 
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Wilms and Koch, Kehrer, and Berka). The vascularity of the 
tumour was emphasized in a large number of cases, a feature 
indicated in the cases described in this paper. The sarcomatous 
character of the bulk of the tumour is pointed out by most authors, 
variations in the type of the sarcomatous elements being commonly 
recorded. 

The nature of the gelatinous matrix of the tumours has been, 
av already pointed out, a subject of controversy. The suggestion 
that it is simple oedema is disproved by the histological appearance 
and that it is of a myxomatous nature cannot be upheld because of 
the absence, in the majority of cases, of true myxoma cells. Prob- 
ably the correct explanation is that the tissue is similar to embryonal 
mesenchyme, for the histological appearance is strikingly similar. 
Elastic tissue has been demonstrated in a few cases (Spulen and 
Kehrer). In addition to the remarkable characters that have been 
indicated above, there are two features which have not perhaps 
received the attention they deserve. The first is the squamous 
epithelial covering, which is spread over the whole surface of the 
polypoid tumour with few areas of ulceration. The second is the 
presence of glands scattered irregularly through the substance of 
the tumour, these glands containing mucous cells which closely 
resemble those of the cervix. The difficulty is to explain why such 
a tumour, composed ‘of rapidly growing embryonal tissues, should 
be covered by wei: differentiated squamous epithelium and contain 
adult glands similar to those of the cervix. Almost certainly the 
tumours originate within the stroma of the cervix itself; but why 
growth of squamous epithelium of a mature adult type should 
proceed at relatively the same rate as that of the embryonal tissues 
of these tumours is difficult to account for. 

The third type of ‘‘ Mixed Tumour ”’ is the polypoid form of 
sarcoma of the vagina met with in children. It must be emphasized 
here that all sarcomata of the vagina in children do not belong to 
this group. Round celled, mixed celled, and spindle celled sar- 
comata of the vagina in children have been described, in which 
there is no suggestion whatsoever of the presence of cells of the 
form found in the ‘* Mixed Tumours.’’ It has been found im- 
possible to determine the ratio between the incidence of ‘* Mixed 
Tumours ”’ and true sarcomata, for it is very doubtful if all the 
cases recorded have been examined carefully for heterologous 
tissues, and striated embryonic muscle cells are difficult to find 
in these cases. 

Kehrer collected 32 cases of vaginal sarcomata in children and 
found that in nine of these cases striated embryonic muscle fibres 
had been described. The age incidence of these tumours was as 
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follows: 15 years, six months, one year and a half, one year, one 
vear and a half, two years nine months, three years, two years 
four months, and one year nine months. In this way one of the 
most striking features of such tumours, the incidence at a very 
early age, is emphasized. The tumours have a polypoid appear- 
ance and multiple polypi attached to the vaginal walls are char- 
acteristically seen. Infiltration of the bladder with subsequent 
death from urzemia is commonly recorded. 

These tumours contain embryonic striated muscle cells, but no 
cartilage, bone, or fat has as yet been described. The similarity 
of these tumours to the ‘* Mixed Tumours ”’ of the cervix and of 
the body of the uterus depends upon their polypoid form, the 
presence of embryonic striated muscle fibres and, most important 
of all, the typical embryonal gelatinous matrix in which the latter 
cells are found. These reasons may appear too slender to justify the 
inclusion of this form of vaginal sarcoma of children under the 
category of ‘‘ Mixed Tumours”? especially in the absence of grossly 
heterologous tissues such as cartilage and fat, but close micro- 
scopical examination shows at once the resemblance between the 
embryonic mesoblastic elements in the three forms. 

The ‘* Mixed Tumours”’ of the uterus, cervix and vagina are rare 
tumours and perhaps of little clinical importance. The diagnosis 
of vaginal sarcoma in children is probably not very difficult. With 
the ** Mixed Tumour ”’ of the cervix the typical grape-like growth 
is apparently usually recognized, but the intricate arborescent form 
is not invariable and difficulty might be encountered in recognizing 
some types. For example, in the first case recorded in this paper 
the growth in no way resembles the classical ‘* Traubiges Sarkom ”’ 
of Pfannenstiel. It has a roughly lobulated surface, otherwise it 
might very easily be mistaken for a fibro-adenomatous polyp of 
the cervix. In such cases the diagnosis will rest upon the histo- 
logical appearances and for the histological diagnosis the presence 
o! striated muscle cells and of cartilage will allow it to be estab- 
lished. In cases of ‘* Mixed Tumours ”’ of the body of the uterus, 
the clinical condition resembles that of cases of carcinoma of the 
body of the uterus for it arises typically after the menopause and 
gives rise to the same symptoms. It is a disease not limited to 
nulliparous women for in the cases of von Franqué, Gebhard, 
Glynn and Blair Bell, and Schréder, the patients were multiparous. 
The growth differs from carcinoma of the body in its extreme 
malignancy. It is possible that such growths would be better 
treated radiologically than by operation. 

The ‘‘ Mixed Tumours ”’ are interesting because of their clinical 
features and their remarkable structure, but these peculiarities are 
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completely overshadowed by the difficulties that are encountered 
when efforts are made to explain their origin. 

It is clear that the ‘‘ Mixed tumours,’’ because of their malig- 
nant properties, must be differentiated from such tumours as 
lipomata and chondromata of the body of the uterus. The number 
of lipomata of the uterus on record is gradually increasing— 
Seydel*? collected the cases on record up to 1903 and Lahm? 
has given an account of them recently. In most of these cases 
the tumour is not a simple lipoma but contains connective tissue 
and sometimes plain muscle. R. Meyer*4 has recorded a case of 
a liposarcoma but apart from this single case no other malignant 
lipomatous tumour is on record. ‘True fat cells—as distinct from 
fattily degenerate cells—have been described in uterine fibroids, 
for example in the cases of Knox,*5 Gordon Ley,*® Lockyer.* 
Perhaps the most interesting of all these tumours is Paget’s case 
which was described originally by Thomas Smith** in 1860, 
and again by Williamson and Brockman* in 1920, for in this case 
an encapsuled lipoma was found in the substance of a fibroid polyp 
of the uterus. Apart from R. Meyer’s case, all these tumours are 
innocent in type and cannot be considered in the same category as 
the ‘* Mixed Tumours.’’ They have been mentioned in order to 
indicate that heterologous tumours are found in the uterus apart 
from the ‘* Mixed Tumours.’’ Similarly with chondromata and 
osteomata: there is Feuchtwanger’s*® case of chondroma of the 
uterus, and cartilage and bone have been demonstrated in uterine 
fibroids. 

Striated muscle fibres have been described in the puerperal 
uterus by Gerode*! and Nehrkorn,* though no simple rhabdo- 
myoma of the uterus is on record. A case of myxoma uteri is 
mentioned by R. Meyer. Although there is at first glance a parallel 
between such tumours and the ‘‘ Mixed Tumours ”’ in that hetero- 
logous tissues are found in the uterus in each group, there is no 
simple relationship between them, for with the ‘‘ Mixed Tumours ’”’ 
malignancy is the mark of them and their basis is embryonic 
tissue. 

On the other hand similar—or approximately similar—tumours 
are found in other parts of the body. For example in the kidney 
the so-called adenomyosarcoma or Wilms’ tumour is very similar 
in its histology and its malignant properties. Striated muscle cells, 
cartilage, bone and fat in addition to round and spindle cells have 
been described. The majority of such tumours occur before the 
age of three. Similar tumours have been described arising in the 
urinary bladder, the testis, and the prostate, and tumours contain- 
ing striated muscle have been found in the parotid gland, the 
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breast, and rarely in other situations. It is undoubtedly true that 
the incidence of ‘‘ Mixed ‘Tumours *’ and of rhabdomyosarcomata 
is much higher in relation to the genito-urinary system than to 
any other system of the body, though what the significance of this 
may be is unknown. 

The hypotheses that have been advanced to explain the ‘* Mixed 
Tumours "’ are interesting from the historical point of view but 
none is convincing. An explanation based on Cohnheim’s hypo- 
thesis of cell rests was originally put forward, the supposition 
being made that the cells originally belong to the Wolffian body, 
but, as in the case of Wilms’ tumour of the kidney, this was soon 
rejected, for striated muscle is foreign to the Wolffian system. 
Wilms modified the Cohnheim hypothesis by supposing that the 
cell displacement involved embryonal cells at a later period of 
development, and that the embryonal cells that become responsible 
for the Mixed Tumours ’’ are mesodermal round cells. He 
pointed out that from the primitive mesodermal cells myotomes 
and sclerotomes were developed, and drew up a scheme which en- 
abled the individual tissues of the ‘‘ Mixed Tumours”’ to be traced 
from the primitive mesodermal cell. The ‘‘ Mixed Tumours ’’ of 
the cervix, vagina, bladder and vas deferens were then explained 
by assuming that mesodermal cells from the dorsal region of the 
embryo became displaced in the development of the Wolffian body, 
and later in life, through their proliferation and subdivision, gave 
rise to the constituent elements of the ‘‘ Mixed Tumours.’’ At 
the present time there is a very strong tendency to reject any theory 
of cell displacement. There is usually no evidence that such dis- 
placements occur, and to offer a solution to any problem by super- 
imposing one hypothesis upon another is both unscientific and 
unsound. 

The third and more modern hypothesis attempts to explain 
these tumours by assuming metaplasia. It is generally accepted 
that metaplasia frequently occurs in the tissues of the female 
generative organs and there is very good reason to believe that 
in the cases of simple tumours such as lipomata of the uterus, in 
cases of lipomatous changes in uterine myomata, cartilage and 
bone formation in myomata, cell metaplasia accounts for the 
presence of the heterotopic cells, for transitional cell forms have 
been described in such cases. On the other hand metaplasia from 
smooth to striated muscle was vigorously objected to by Wilms 
and it is very doubtful if this transition has ever been proved. 
Whatever metaplasia may explain with respect to tumours such as 
lipomata of the uterus, it offers no solution for the embryonal 
character of the bulk of the tissues of the ‘‘ Mixed Tumours,” 
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If the characters of the *‘ Mixed Tumours ”’ are carefully con- 
sidered it becomes abundantly evident that with our present 
knowledge, we have no possible hope of explaining their origin. 
Quite apart from the question of tumour-origin there is no know- 
ledge of the factors which determine why one form of primitive 
cells should change its type or why an embryonal cell should 
give rise in some cases to cells of one adult type and in other 
‘ases to adult cells of a type totally different. It is true 
that destructive criticism is easy-—perhaps never more so than in 
the realms of human pathology—and further objections need not 
be stressed. It is, however, possible that research on tissue culture 
may lead one day to enlightenment on the interesting problem of 
the origin of the ‘* Mixed Tumours.”’ Until then, they will remain 
tumours of which little is known, but of which much will be written. 


CONCLUSIONS. 


1. The grape-like sarcoma of the cervix usually contains 
striated muscle cells and cartilage, and should be included under 
the term ‘‘ Mixed Tumours.’’ The average age of the patients 
who develop this disease is 34. It does not occur typically before 
puberty or after the menopause. Its malignancy is extremely high. 

2. Similar ‘* Mixed Tumours ”’ arise in the body of the uterus, 
but they are rare. They develop after the menopause. 

3. Some of the vaginal sarcomata of children belong to this 
group. 

4. The ‘* Mixed Tumours’’ contain heterologous tissues ; 
striated embryonic muscle cells, cartilage, fat, bone, and elastic 
tissue have been found in them, in addition to sarcoma cells. 

5. There is no satisfactory explanation of their origin. 
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ILLUSTRATIONS. 

Fic. 1. The photograph shows the surface of the tumour. The tumour 
is covered with squamous epithelium. Beneath this epithelium the stroma 
is sarcomatous though immediately under the surface, the cells are widely 
separated from each other. 

Fic. 2. High power. The photograph shows large, richly protoplasmic 
rhabdomyosarcomatous cells, amongst which round cells can be seen. 

Fic. 3. The photograph shows a few rhabdomyosarcomatous cells cut 
longitudinally. A few stellate myxomatous-like cells are also seen and all 
these cells are separated by embryonic ground substance. 

Fic. 4. The photograph shows a collection of hyaline cartilage sur- 
rounded by a perichondrium. In the lower part of the section a gland space 
lined by high columnar epithelium can be seen. The cartilage cells are ill- 
developed. 

Fic. 5. The photograph shows a gland space which was found in the 
depths of the tumour. It closely resembles the glands of the cervix. It is 
surrounded by a dense sarcomatous stroma. 

Fic. 6. The photograph shows the vascularity of the tumour. Many 
large dilated blood spaces with well-difierentiated endothelial lining can 
be seen. The embryonic ground substance amongst which are scattered 
large rhabdomyosarcomatous cells can also be seen. 
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CeRVICAL fibroids are said to constitute about five per cent. of all 
uterine fibroids. As a rule they arise from the posterior cervical 
wall, but they may also spring from the anterior wall and may be 
subvesical, retroperitoneal or intraligamentary. They may alse 
give rise to fibroid polypi. Of these varieties, the true subvesical 
are very much the rarest, and it is quite unusual to meet with cases 
of the kind described in this paper. 

Cervical fibroids as a rule cause little in the way of symptoms 
unless they become large enough to obstruct delivery, or to press 
upon the bladder. In the latter case they may cause urinary irrita- 
tion or urinary retention, which presents itself as definite attacks 
of retention rather than as a continuous obstruction. 

There have recently been under our care two cases, in which 
the tumours were subvesical, and in which the results of the 
growth in each instance were such as to put the patient’s life in 
danger. 

Case I. Subvesical fibroid, retention of urine, rupture of 
bladder, peritonitis. 

A Chinese woman, Mrs. C.S.C. (Hosp. No. 19146), aged 44, 
was admitted as an emergency case to the Peking Union Medical 
College Hospital at 8 p.m. on January rath, 1928. 

Her history was as follows:— Thirteen years before she had 
noticed a tumour about the size of a fist in the lower abdomen. It 
Was more prominent on the left side than on the right, and definitely 
increased in size at the menstrual periods. Menstruation had 
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commenced at the age of fourteen and had been regular ; the usual 
cycle of 27-30 days had shortened during the last year or two to 
24 days. At first the periods lasted seven days, but lately they 
had continued only four days. In August and September, 1927, 
the flow had been profuse and accompanied by much pain. There 
had been no leucorrhcea or intermenstrual bleeding. She was 
married in December, 1926, and had never been pregnant. There 
was no history of previous urinary trouble. 


Five days prior to her admission to hospital, the patient began 
to have difficulty in voiding urine, but there was no pain unless she 
tried to micturate. The next day her abdomen became distended, she 
grew restless, and suffered generalized abdominal pain. She tried 
in vain to micturate, managing to pass only a few drops. ‘The disten- 
sion gradually grew worse. On the early morning of the fifth day 
she was suddenly seized with intense pain in the lower abdomen 
and broke out into a cold sweat. The distension further increased 
and she sent to the Presbyterian Hospital for a doctor, who came 
and catheterized her but obtained no urine. She was then taken 
to the hospital, and another attempt made at catheterization, but 
meeting with difficulty it was not pressed and one of us (j.P.M.) was 
called in consultation at 7 p.m. With a long metal catheter, about 
100 cc. of clear concentrated urine, dark in colour, was drawn off, 
followed by a little lighter blood-stained fluid. The abdomen was 
the size of a full time pregnancy and was not speciaily tender. 
Free fluid was present and a tumour was felt in the lower abdomen 
reaching up nearly to the umbilicus. Per vaginam: just inside 
the vaginal opening there was a large tumour apparently inside 
the anterior wall, and the finger passed up on the inferior aspect of 
this swelling, touched something high up behind the tumour which 
was diagnosed as possibly cervix. 


The patient was transferred to the Peking Union Medical College 
Hospital and the abdomen was opened at 9.30 p.m. The operation 
lasted two hours; the first half being performed under intraspinal 
anesthesia with stovain and the last half, as the intraspinal ances- 
thesia began to wear off, with the addition of a little open ether. 


On opening the abdomen by a median subumbilical incision 
a large quantity of slightly turbid fluid escaped. It did not smell 
particularly urinous. General peritonitis was present, the bowels 
being glued together in places by lymph, and much of this exudate 
hanging loose. Cultures of this fluid were taken, and were sterile. 


The pelvis was filled with the tumour, which was very fixed. 
The uterus was a little enlarged and retroverted, posterior to the 
main tumour and on a lower plane, and adherent in the pouch 
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of Douglas. The bladder was at first hard to define, as it was 
drawn up over the main tumour. A small hole was found at its 
summit, slightly posterior. This aperture would. admit the tip 
of the little finger. On the front of the bladder there was another 
hole, but it was not clear that there was more than a very weak spot 
before separation and manipulation began. After free exposure, 
however, it would admit the tip of the index finger. These two 
holes were temporarily closed by fine silk sutures uniting all the 
coats. The ligatures were left long and forceps attached. The 
uterus was now detached from the pelvic floor and the ovarian liga- 
ments severed and tied on both sides. This enabled one to free 
the posterior pole of the tumour and draw it backwards and up- 
wards. The bladder was now detached in front and pushed well 
off the tumour at the sides, the uterine arteries secured close to the 
uterus, and the tumour was gradually freed, the vagina drawn up 
and a panhysterectomy performed. The ureters were not seen. 

The vagina was now closed with interrupted catgut sutures, and 
the stumps of the broad ligaments on each side brought over it. 
The vagina came up well. The bladder wounds were now closed 
by interrupted Lembert sutures of fine silk, the original. closing 
sutures being cut very short. After this procedure it was 
found possible to draw the anterior peritoneum over these 
sutured places and fix it there. The appendix was _ partially 
retrocolic and looked as if it had been recently inflamed. It 
was somewhat bound down. It was freed and removed and 
the stump buried. Three cigarette drains were placed in the 
abdominal wound leading to the bottom of the pouch of Douglas 
and the abdomen closed in the usual manner. 

Considering the severity of the operation the patient left the 
table in good condition. : 

A self retaining catheter was inserted into the bladder and kept 
there for 10 days, the urine being conducted to a bottle on a lower 
level. This catheter was changed every 36 hours and a small 
amount of one per cent. mercurochrome solution instilled into the 
bladder. Diuresis was marked on the first and second day after 
operation. From the seventh to the twelfth day five-grain 
doses of urotropine were given three times a day. With the 
exception of a certain amount of distension which was relieved 
by alum enemata, the patient gave practically no anxiety. One of 
the three cigarette drains was removed on the second day, and the 
other two on the sixth day. There was at first a good deal of foul 
purulent discharge, but this gradually lessened. After removal 
of the drains a small Dakin’s tube was inserted to the bottom of 
the cavity, which was washed out twice a day with normal saline. 
The wound was soundly healed at the end of six week: from the 
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Case I. 


Outer surface of tumour, showing uterus below. 
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ILLUSTRATION IT. 


2. Case I. Section of tumour after hardening, showing the relation of 
the uterus to the tumour. The uterine cavity is shown, the external os 
being in the angle between uterus and tumour (posterior vaginal wall 
divided close to the uterus). This is approximately the position that the 
tumour and uterus held in the pelvis before removal. 
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time of operation and the patient left hospital well. The pulse-rate 
which was 140 on the morning after the operation fell rapidly, and 
the temperature which ran between 37°C. and 38°C. during the first 
week became normal on the eight day. 

The report of the Pathological Department on the specimen 
was as follows :— 

Gross Examination : 

The specimen consists of a uterus, a portion of the anterior 
vaginal wall and a large tumour mass about 15 cm, in diameter. 
The uterus measures about 7 cm. in diameter and attached to it 
are two Fallopian tubes and the left ovary. The external surface 
of the uterus is rather rough, and greyish-pink in colour. The 
uterus has already been cut open. The uterine cavity is exposed. 
The myometrium measures about 4 cm. in thickness. It shows 
many irregular bands of greyish-white tissue containing small soft 
greyish areas, pin point in size. In the posterior uterine wall, there 
is also a fairly well-defined nodule measuring about 2 cm. in dia- 
meter. The uterine mucosa is greyish-pink in colour. Extending 
downward from the cervix and bounded partly by a portion of the 
anterior vaginal wall is a large tumour which also has already 
been cut open. This mass is very firm, well encapsulated and its 
cut surface shows small and large light yellow areas separated 
from each other by dense bands of tissue. Each Fallopian tube 
measures about 5 cm. in length and 3-5 mm. in diameter. The 
consistence is soft. On section the cut surfaces of the Fallopian 
tubes are not remarkable. The left ovary measures about 2.5 cm. 
in diameter. Its external surface is greyish-white and pinkish in 
colour. The consistence is firm. On section the cut surfaces are 
greyish-pink and dark-red in colour. 

Microscopic Examination : 

Sections of the uterine wall show that the endometrium is infil- 
trated with a moderate number of lymphocytes. The glands are 
enlarged, and lined by simple columnar epithelium. Their lumina 
are empty or contain a small number of leucocytes and cellular 
débris. The myometrium is thickened, and in it there are several 
areas showing small and large glands lined by simple columnar 
epithelium, their lumina are empty. The serosa is_ partly 
hyalinized. The wall of the uterus is slightly infiltrated by leuco- 
cytes. Sections of the tumour show small and large areas 
of smooth muscle tissue separated from each other by dense fibrous 
tissue running in all directions. Section of the left ovary shows 
several small and large areas of hyalinization among which 
hemorrhage with many iron pigmented cells are present. Else- 
where the tissue is very cellular with slight infiltration by leucocytes. 
At one side there is the left Fallopian tube. Its lumen contains 
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many lymphocytes, plasma cells and a small number of polymorpho- 
nuclear leucocytes. The wall is not remarkable except for slight 
infiltration by leucocytes. Sections of the right Fallopian tube show 
similar changes to those described in the left one. The appendix 
showed a marked periappendicitis. 

Diagnosis : 

Subvesical fibromyoma, adenomyoma of uterus, mild salpingitis, 
periappendicitis. 

Case I]. Subvesical fibroid, fungating through anterior vaginal 
wall. 

Mrs. T.Y.M., a Chinese woman, aged 41 (Hosp. No. 19526), 
was admitted to the Peking Union Medical College Hospital on 
February 17th, 1928, complaining of a mass hanging down outside 
the vulva. 

Her history was as follows:—Three years ago during her 
eleventh pregnancy a mass prolapsed from the vagina at the eighth 
month. It was pushed back, and the baby born at term, the pro- 
trusion recurring after labour, and being again pushed into the 
vagina by the Chinese midwife. During the seventh month of her 
twelfth pregnancy it again prolapsed, and was again replaced. At 
eight months the baby was born dead, and the mass was again 
pushed back, and this was done several times by the nurse. The 
date of this labour was December, 1926. 

A month ago a mass again prolapsed, and she noticed that 
the prolapsed area was necrotic. It has now hung outside for a 
month, there has been a profuse purulent discharge from the vagina, 
and the mass has bled severely on several occasions, the last 
occasion being the night before admission. 

The patient was well nourished and mentally clear, but was 
markedly anemic. Her haemoglobin was 46 per cent. White 
blood corpuscles 7,250; red blood corpuscles 2,960,000. Differen- 
tial count: polymorphonuclears 72 per cent.; lymphocytes 26 per 
cent. Large mononuclears 2 per cent. No parasites, some aniso- 
cytosis. 

Hanging outside the vulva there was a pear-shaped mass looking 
like an oedematous and inverted uterus, the anterior vaginal wall 
ending in a ring of tissue which was slightly undermined and quite 
free from inflammation. As may be seen by the illustration (No. 3), 
this surrounding cuff of vaginal mucosa gave every appearance of 
being the external os. In front this supposed os uteri appeared to 
be in a normal position, the vaginal wall having been inverted 
from above downwards by the prolapsed and inverted uterus. 
Behind the mass, however, the finger passed up into the posterior 
cul de sac, and the posterior vaginal wall was in a normal position. 
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ILLUSTRATION ITI. 


3. Case HT. Tumour hanging outside vulva. ‘The line of demarcation 
between the vaginal mucous. membrane and the extruded tumour is well 
shown. 
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The cervix was not felt. There was a profuse vaginal purulent 
discharge, source unknown, not foul and free from manifest blood. 

The patient was given a daily douche and the prolapsed 
structure was wrapped up in brilliant-green and crystal-violet 
solution, half per cent. in alcohol and saline. 

As the anemia was so marked the patient was transfused with 
400 cc. of whole blood on the evening before operation. There 
was a slight reaction to this procedure, the temperature rising to 
38.8°C. for an hour or so and then falling to normal. 

On February 2ist, 1928 the patient was anesthetized by an 
intraspinal injection of novocaine and caffeine. The anzsthesia 
was perfect and gave no trouble. 

Patient was placed in the lithotomy position. The lower por- 
tion of the protrusion looked exactly as if it was inverted uterus, 
and the ring of tissue surrounding it overlapped slightly as if it 
might be a cervical ring. This ring was sharply defined and the 
edge showed no signs of inflammation. There were two peculiari- 
ties, however. On passing a bladder sound the bladder was attached 
to the protrusion far back and not near to the rim supposed to be the 
cervical edge and further back than could be accounted for by 
mere stretching. The second peculiarity was that the posterior 
vaginal wall had not descended, and at the top of this was a dimple 
which the operator speculated might be a cervix, but was not at 
all certain. An incision was made vertically down the front and 
then around the supposed os uteri, and the supposed cervix separated 
off from the supposed uterus. It separated very curiously, one’s 
finger passing easily between the vaginal and supposed cervical 
mucous membrane and an oedematous mass. What had been 
taken for an inversion was now bisected but no cavity was found, 
and as one proceeded up one found a further swelling coming down. 
This was separated fairly easily with the finger and the whole 
tumour came away. It was apparently a degenerated fibromyoma 
of the anterior lip of the cervix which had, instead of becoming 
polypoid, grown down between the anterior vaginal mucous mem- 
brane and the floor of the bladder. At the apex of the tumour the : 
vaginal wall had given way, and what had been taken for an 
inversion was a protrusion of about half the tumour covered with 
granulation tissue. 

The dimple felt behind was the cervix, the uterus was retroposed 
and retroflexed, and measured about two inches in length, A 
large portion of the vaginal mucous membrane which had covered 
the tumour was cut away, and the rest sewn up, a cigarette drain 
being passed to the end of the cavity, which was considerably 


reduced by catgut sutures introduced so as to draw the walls of 
the cavity together. 


Bleeding was not excessive and the patient 
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left the table in good condition. The operation lasted about one 
hour, the length of time being due to the fact that one was not 
clear as to what was the relation of the parts, and one had to go 
cautiously. The drain was removed on the second day, and a daily 
douche of saline solution was given. The patient made an excellent 
convalescence, and left hospital well on the fifteenth day. The 
vaginal wall was healed, and the only sign of the trouble was some 
thickening of the cervix in front. . 

The report of the Pathological Department was as follows :—- 
Gross Examination : 

The specimen consists of two pieces of tissue. The smaller 
is a piece of epithelial covered tissue measuring 4.5 x 1.2 x .5 
cm. Its external surface is greyish-white and pinkish in 
colour. About the middle there are a few irregular holes some 
1 cm. in diameter probably due to an artefact. The consistence is 
soft. On section the cut surface is greyish-white and pinkish in 
colour. (This was a portion of the anterior vaginal wall covering 
the tumour). The large piece measures 12 cm. in length, 4.5-6.5 
cm. in width and 4-6 cm. in thickness. Its external surface is 
greyish-white and pinkish in colour and in places is covered by 
fibrous tissue. The consistence is soft. On section the cut surface 
is whitish and glistening, and shows bundles of tissue running in 
all directions. 


Microscopic Examination: 

Sections of the large piece show a growth consisting of 
general loose, oedematous fibrous tissue with moderate infiltration 
by leucocytes. Everywhere many small and large blood vessels 
are present. The edges of the sections are in places necrotic and 
covered by fibrino-purulent exudate with extensive infiltration by 
leucocytes. Section of the small piece shows that the stratified 
squamous epithelium is in places ulcerated and shows fibrosis or 
granulation with extensive infiltration by lymphocytes, plasma 
cells and polymorphonuclear leucocytes. The tissue beneath the 
stratified squamous epithelium is very cellular and_ partially 
cedematous with infiltration by many lymphocytes, plasma cells 
and a small number of polymorphonuclear leucocytes. Some of 
the blood vessels show thickening of the wall, especially of the 
intima. 
Diagnosis: 

Fibroma, showing secondary infection and marked oedema. 
Stratified squamous epithelium and underlying tissue showing 


chronic and subacute inflammation and granulation tissue for- 
mation. 
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Fibroids which arise from the anterior portion of the superficial 
muscle tissue of the cervix are the rarest of the cervical fibroids. 
Pressure symptoms are said to arise early but in one of our patients 
(Case 1) the tumour had been present for thirteen years without 
‘“ausing serious trouble, and there had been no urinary symp- 
toms up to the time of the present illness. In Case II, strange 
to say, there had also been complete absence of urinary symptoms. 
It may be suggested that these patients were unusually dull and 
that the history is therefore unreliable, but the contrary is the case. 
Both patients were intelligent and co-operative, and it is certain 
that any bladder inconvenience had been so slight as to cause them 
no trouble. 

In the second case it is probable that the tumour inside the 
vaginal wall formed the protrusion noted at or before labour, and 
that the fungating of a portion of this tumour through the vaginal 
mucous membrane only took place a month before we saw her. 
The tumour on removal was unusually oedematous, but not 
particularly hemorrhagic. The bleeding, which the patient sus- 
tained prior to admission, appeared to have come from a vessel 
on the posterior portion of the fungated portion. 

Bimanual examination even by the rectum was very unsatis- 
factory on account of the tumour, and no uterine body could 
be defined although the patient was examined by several doctors 
in an effort to determine whether the prolapse was really an 
inverted uterus. 

There was no sign of malignancy in either case. 


A Case of Double Uterus. 


By H. De Sa, 


Gynacologist, The King Edward Memorial Hospilal and The 
Seth Gordandas Sunderdas Medical College; Visiting 
Obstetrician, The N. Wadia Maternity Hospitai. 


Mrs. G. S., aged 42, married, was admitted to the King Edward 
Memorial Hospital on the 15th of September, 1927, complaining 
of pelvic pain and discomfort for four years. Her menstrual 
periods lasted for four to five days, every twenty-eight days, 
she had had five children and all her deliveries were normal. Her 
last child was four years old. She did not give any history of 
puerperal fever or of any infection, but stated that the pelvic pain 
dated from her last childbirth. Her general development was good. 

On examination a tag of mucous membrane of the size of one’s 
little finger was seen protruding at the vulva with its base attached 
to the posterior vaginal wall, one and a half inches below the uterine 
cervix. On bimanual examination the Vaginal cervix was felt. 
large, hard and smooth. The body of the uterus (?) was retro- 
verted, small in size and unusually hard. <A swelling the size cf 
a small banana was felt in each of the lateral fornices, and were 
pyriform in shape with the narrow ends continuous with the body 
of the uterus. A distinct notch was felt between these swellings 
which seemed to arise from the supravaginal cervix and were 
symmetrically placed on either side of the small body of the uterus. 
The utero-sacral ligaments were thickened and the posterior fornix 
was tender. 

On introducing the speculum, the cervix though large in size 
appeared healthy and presented one external os. On introducing 
the sound the cervical canal was straight for 1} inches and then 
deviated to the right, and the sound when pushed in that direction 
could be felt in the swelling on the right side. The cavity of the 
right swelling measured 3) inches. Several attempts to pass the 
sound on the left side failed. 

The redundant tag of mucous membrane, evidently the remnant 
of a vaginal septum, suggested the possibility of a double uterus. 

To justify my suspicions I injected the uterine cavity with 
lipiodol and the pelvis was X-rayed, 
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BIG. 2. 
As seen at the operation. 


PLR. Recto-vesical peritoneal reflexion. 


Radiogram of uterus and Failopian tubes. 


Fic. 3. 
The external os and the two internal ora. Fic. 4. 


Shows the vaginal tag of mucous membrane. Ten days after operation. 


FiG. 5. 
After the injection of both horns. 
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Fig. 1 shows the radiogram of the uterus and Fallopian tubes. 

As the patient complained of pelvic pain | decided to operate. 
On opening the abdomen the two swellings were found to be the 
two uteri both equally developed to the size of a normal uterus 
in a woman who had given birth to children, with a round ligament, 
a broad ligament and an ovary attached to each of them. The small 
body of the uterus felt bimanually was found to be the wide supra- 
vaginal cervix. The rectovesical peritoneal fold formed a screen 
and covered the square surface between the two uterine bodies. 
The uniform size and appearance of both uterine bodies was 
strongly suggestive of alternate impregnation. (Fig. 2). 

As permission to remove one uterus could not be obtained | 
closed the abdomen. 


Fig. 4 is the radiogram obtained ten days after the operation. 
As the anatomical features of the uterus were studied at the opera- 
tion I could easily inject the left horn with precision. 


Fig. 5 is the radiogram obtained after injecting both the horns 
in rapid succession with one canula. 

The symptomatology of the double uterus may be negligible. 
It is possible that this malformation may be much more frequent 
than recorded so far, as it is idle to deny that a woman possessing 
this malformation may bear children without any difficulty and 
spend her life without any incident. 

Munro Kerr! states that Guirin Valmale investigated forty-six 
cases of uterus didelphys and found labour was rarely complicated. 

Yet on the other hand when a fortnightly type of menstruation 
occurs or menstruation during pregnancy or menstruation asso- 
ciated with symptoms of crypto-menorrhoea or dysmenorrheea is 
complained of by the patient, although these may be symptomatic 
indications of a double uterus, the two halves of which are in turn 
physiologically active or the crypto-menorrhoea may be due to 
occlusion of one of the cervical orifices, these symptoms are likely 
to lead the gynecologist to an erroneous diagnosis and treatment. 
All sorts of curious phenomena may be associated with labour in 
a double uterus and cause dystocia. 

Macgrown, Donald Wall?, Webster Bride? and others have 
reported cases of dystocia caused by double uterus necessitating 
Czesarean section. In 1925 I* reported a case of double uterus, 
the physical signs of which led to a provisional diagnosis of ectopic 
gestation. 

It might be held that a double uterus would easily be detected 
by the vaginal and bimanual examination. Yet, it is a matter 
for surprise that most of such cases have been detected at the 
operation, The probable explanation is that the gynecologist does 
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not think of such an anomaly at the time and ascribes what he 
feels to much the far more common conditions of ectopic gestation 
or fibroids or tubo-ovarian inflammation. 

The diagnosis of the presence of a double uterus is not always 
an easy matter. If the cervix is single, even lipiodol and radio- 
grams may cause deception. 
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A Case of Obstructed Labour Due to Malignant Disease 
of the Sigmoid Colon. 


H. Harvey Evers, M.S., M.B., (Durh.), F.R.C.S. (Eng.). 
Honorary Assistant Obstetrician, Princess Mary Hospital, 
Newcastle-on-Tyne. 


The following case is published because, according to the litera- 
ture at my disposal, I find the complication is extremely rare. 
Amand Routh! collected 1281 Czesarean sections performed by ob- 
stetric physicians and surgeons in Great Britain and Ireland up to 
June ist, 1910. Among these, there were only eight cases of cancer 
of the rectum or colon, with three maternal and one foetal deaths. 

Kardley Holland? collected 4,197 Caesarean sections performed 
in the same countries from rg1t to 1920 inclusive. In these there 
were also only eight cases of carcinoma of the rectum and colon, 
with no maternal and two foetal deaths. Labour was obstructed 
in five of these patients; in the other three the section was _per- 
formed before the onset of labour. 

I have been unable to trace any case published since 1920. 

This makes a total of 16 cases in about 40 years—a surprisingly 
low figure in view of the relative frequency of large bowel cancer. 
Indeed the number of patients in whom labour was obstructed was 
even less than this. 

A 2-gravida, age 38 years, was sent into the Princess Mary 
Maternity Hospital, Neweastle-on-Tyne, at 6 p.m. on the 28th 
February 1928, with the following history : 

Labour had commenced at 4 a.m. on the same dav and the 
membranes had ruptured four and a half hours later, the umbilicat 
cord prolapsing at the same time. Her doctor saw her at 10.30 a.m. 
and again at 12 mid-day, when delivery with the forceps was 
attempted but failed. A second attempt with the forceps was made 
later in the afternoon, but, as it proved again unsuccessful, the 
patient was transferred to the hospital. Her first labour, four 
vears ago, had been quite normal. [I saw the patient with Dr. 
Mabel Campbell at 6.15 p.m. about a quarter of an hour after 
admission and our findings were as follows : 


A rather thin woman of healthy colour: pulse-rate 108, temper- 
ature 97°F. not collapsed but distinctly exhausted, 
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Abdominal Examination. The head of the child was lying in 
the right iliac fossa, and the back was to the front and left, the 
breech was to left in the fundus: the head could not be pushed 
over or into the pelvic brim. A hard irregular fixed mass could 
be felt, which appeared to fill up the left half the pelvic brim and 
to extend into the left iliac fossa, and was preventing the head 
from entering the pelvis. Foetal heart sounds could not be heard. 

Vaginal Examination. Some lacerations were present on the 
vulva and posterior vaginal wall: a loop of umbilical cord hung 
outside the vulva and was not pulsating: the os was one half 
dilated : the left and posterior portions of the pelvic brim and upper 
pelvic strait were blocked by a hard irregular fixed mass which 
appeared to be continuous with the mass felt per abdomen: the 
lower uterine segment appeared to be fixed to the mass: the foetal 
head could be felt overlapping into the right iliac fossa and could 
only be reached with some difficulty. 


A diagnosis of malignant ovarian tumour or malignant disease 
of the bowel was made, and a rectal examination performed. The 
linger could just reach what felt like the hard indurated raised lower 
cdge of an ulcer on the anterior wall and just beyond this were 
some small polypoid masses. The examining finger was not blood- 


stained. 

The small available dimensions of the upper pelvic strait and 
the inaccessible position of the head precluded any alternative 
treatment to that of Czesarean section. 

The operation was performed at 6.45 p.m. ie. when the mem- 
branes had been ruptured about ten hours. A high median 
incision was made and the whole uterus was brought out througn 
the wound, the patient being in the Trendelenberg position. There 
was some free slightly blood-stained fluid in the peritoneal cavity. 
The uterus having been carefully packed off, a transverse incision 
vas made across the fundus. Practicaliy no liquor amnii escaped. 
After the delivery of the child, the amniotic cavity was douched 
through with saline solution, and the placenta and membranes de- 
livered per vaginam. The uterine cavity was then douched through 
and the uterus closed in three layers. On further examination, the 
left ovary and Fallopian tube were found to be bound up in a 
large hard, irregular and obviously malignant mass consisting 
of the lowest portion of the sigmoid colon and enlarged iliac glands. 
The growth could not be removed. The baby was still-born and 
weighed 7 pounds 1o ounces. The mother died of general peri- 
tonitis on the sixth day. The accompanying drawings shew the 
pathological condition as revealed at the necropsy. 
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There was a massive carcinoma of the lowest part of the sig- 
moid colon four and a half inches in length, the infiltrated bowel 
all being three-quarters of an inch in thickness. The growth 
was adherent in front and to the left side of the posterior wall 
of the lower uterine segment and here only a mere shell of tissue 
separated the two cavities. At the left pelvic brim and extending 
round the back of the uterus was a large mass of malignant 
iliac glands to which the left Fallopian tube and ovary were fixed. 
The aortic group of glands was also enlarged and hard. Micro- 
scopic examination revealed typical colloid cancer, 


In MRemoriam. 


John Wesley Bovée. 
18611927. 


To-pay, going through my letters, | came upon a small volume 
sent to me by my friend Dr. Gray Ward of New York. This little 
book contains charming studies, remembrances and appreciations, 
of Dr. Bovée of Washington, who recently passed away. 

Many of his British gynaecological colleagues met him for the 
first and last time in Liverpool in the summer of 1926. But he 
and I were old friends and often corresponded. | can never forget 
his kindness to me and his paternal solicitude, on my first visit to 
America a stranger in a strange country, fearful of the fate of 
his luggage and the reception of his efforts. 

Bovée was just the man to shepherd a friend through the journey 
of a day or through life. Warmhearted, friendly, dignified, humour- 
ous, sympathetic, with the soft speech of the Southerner, he 
inspired confidence. 

Like so many who attain eminence and remain unspoilt, Bovée 
had a hard struggle with poverty before he arrived; and | think 
his life was happy chiefly in the recognition by his friends of his 
sincerity and soundness of judgment in all that he undertook. He 
did not flit like a butterfly from flower to flower as every bright- 
coloured vista of new method opened before him. Yet, he never 
hesitated to adopt anything in surgical procedure that seemed to 
him inherently correct. Bovée contributed largely and wisely to 
the clinical side of our subject. 

He placed always the good of the patient in the foreground. 
I remember that when I visited his Clinic in Washington he wished 
me to operate, and had informed his colleagues that I should so do. 
Cases that he thought would interest me had been collected, and 
for a moment he was chagrined because I refused. But, when I 
explained that it could not possibly be for the good of his patients 
that a visiting surgeon in unfamiliar surroundings should do such 
a thing, he at once agreed and without further argument proceeded 
to show me how some of my own methods could be done better 
by others than by myself, 

As to his personality, I suppose for want of a better word many 
would describe it as genial. But geniality implies an outpouring 
of high spirits, Bovée was reticent and reserved except when, of 
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an evening, he entertained a friend in his flat. In public he gave 
one the impression of bottling up much that was amusing : he was 
pregnant with jokes unborn. 

His hobbies were full-blooded : boxing ; baseball—-I can see him 
now watching my expression when Babe Ruth got a home-run. 
Ile was, too, an expert in other matters of considerable interest 
to his friends. 

Bovée died, I learn, a comparatively poor man; but there is no 
doubt that he went about with holes in his pockets, for the benefit 
of many followers in his wake. 

To have met and been accepted as a friend by Bovée was a rich 
experience in the lives of those who were so fortunate. 


W.B.B. 


BOOK REVIEWS. 


Gynecology by Howarp A. Ketty, A.B., M.D., LL.D., and Collabor- 
ators. D. Appleton & Co., London and New York, 1928. Pp 1043. 
Plates XIV; Figs. 767; Price 50/- net. 


The title tells us the subject of this book but gives no idea of its 
nature or object. It is rather a collection of separate essays on gynie- 
cological subjects and more akin to a German Festschrift than a treatise 
or text-book. Its publication marks the end of a period of distinguished 
service by its author as Professor at the Johns Hopkins University and 
its object is to point out those areas of the gynzecological field that 
have been most successfully cultivated during his tenure of this office, 
particularly by him and ‘his school but also more generally throughout 
the United States. 

There is little attempt at scientific arrangement of its matter or of 
allocation of space in accordance with the relative importance of the 
subjects. Many of them have clearly been chosen to indicate the lines 
along which advance has-been or is likely to be made rather than for 
their proved value at this moment, and the book should be regarded as 
a series of monographs representing modern work and tendencies in 
America. It will appeal chiefly to the specialist and teacher and will 
prove of extraordinary interest to those who can study it in the light 
of their own experience. 

The author in his preface is both retrospective and prospective, in 
that he reviews gynzecology as he found it in his ‘ professional nonage, 
in the late eighties’ and looks forward to its further and wider pro- 
gression from the new diagnostic and therapeutic methods and a closer 
co-operation between the gynzecologist and the physician and surgeon 
in other branches, including even the obstetrician, for ‘“ Gynecology, 
which once threw off the trammels of obstetrics is now coyly courting 
her own mother and here and there returning to her ancestral home 
under the guidance of rare men of acumen and skill in both specialities, 
an amalgamation still nascent.’’ Save for an odd Teuton or two, the 
names mentioned as having advanced the subject are those of his com- 
patriots, mainly his teachers, colleagues and pupils, but the preface cails 
for careful study, both for the ‘asides’? summing up progress and 
tendency in a line or two and because of certain idiosyncracies in vocabu- 
lary. The meaning of many strange words met with for the first time 
becomes clear from their context or after a little thought, but may drive 
some to a reference, perhaps fruitless, to the dictionary, such, for instance 
as “the confluence of these scaturient sources,” “after a respitory breathing 
spell’ and‘‘revelatory methods of examination.” He claims priority 
in discarding the ‘‘ever awkward diphthong ” in spelling words of 
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Greek origin, as now generally adopted in American medical works 
for the sake of ease in writing and printing and has other observations 
to make on medical technical terms; among them he states that he has 
not yet ‘gotten the consent of my own mind” to say or write 
‘appendiceal. ” 

The book consists of 49 chapters, 18 from the author himself and the 
rest from his 20 and more collaborators uone of whom, howevei, 
contributes more than five chapters and most of them but one or two. 
It is clearly impossible to give a detailed account of its varied contents, 
and all that will be attempted will be to give a general impression ot 
its most striking features. 

The opening chapter on Anatomy by the authior shows a character- 
istic trait of the Johns Hopkins School in the beautiful illustrations from 
the hand of Max Broedel, many of them already well known to us as 
“setting a pace and establishing precedents for the world.” It is followed 
by one on Histology by Glenn Craig, but there is none specificially 
devoted to physiology or development. Next come three chapters by 
the author on methods of examination and diagnosis, dilatation and 
curetting, in the last of which he described a method of performing 
“TP and C operations in selected cases on my office table as part of 
the routine examination” although just before it is stated that these 
operations call for the same care in asepsis and technique as more formid- 
able procedures and serious accidents are quoted from his own experience 
and that of others. Even with an office furnished as an operating theatre, 
this investigation on a conscious patient, even if selected as ‘‘plucky and 
not neurotic,’ can scarcely be carried out without risk of failure in 
technique. 

Among the more noteworthy articles are four chapters covering pelvic 
floor injury and prolapsus, of which the two by George Gray Ward 
with their excellent illustrations of operative procedures are particularly 
worthy of mention; also two chapters on hysterectomy, abdominal and 
vaginal, and two on tumours of the uterus, benign and malignant, by 
Howard Kelly. Perhaps, however, the most instructive chapter is another 
by the master-hand on General Principles of Abdominal Surgery in 
which many points that are liable to be overlooked are discussed from 
his long and wide experience. He mentions the surgeon’s health and 
how his body must be kept under discipline ‘‘ avoiding excesses, either 
in drinking or eating, not excluding fasting,” for apart from conditions 
that may possibly be a source of infection, judgment and skill may 
be affected. He stresses the importance of a thorough general overhaul 
of the patient for focal infections, for associated disease and for mental 
and nervous tendencies that may render a non-urgent operation useless 
or disastrous. When there is a fat and pendulous abdomen, the transverse 
excision of ‘‘a broad water-melon slice” removing the fatty tissue 
down to the muscular wall in the lower abdomen is advised as helping 
the operator at the time, and the patient subsequently, for the fat does 
not return. 

The interest in a book that is representative of the best minds in 
another country is largely that of looking for points of convergence and 
divergence in methods and practice, and many opportunities can be 
found here for such comparisons. In the chapters on infective conditions, 
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for example, the striking difference is the small attention given to child 
bearing in etiology. There are a few words on puerperal infection in 
the chapter on Pelvic Abscess, whereas Gonorrhcea and ‘Tuberculous 
Salpingitis are each honoured with a chapter to themselves. Possibly 
perspective in a matter of this kind is altered in America by the separation 
ef obstetrics from gynecology being there more general and complete. 
Practice in the treatment of acute salpingitis and pelvic suppuration 
coincides with that usual here, for an expectant attitude is adopted for 
sarly acute infections and in the acute exacerbations of a chronic infection. 
For old large localized pelvic abscesses vaginal drainage is advocated, 
followed when required by abdominal extirpation of diseased structures. 
The secondary radical procedure was carried out in 50 per cent. of 
Wharton’s cases. 

Regarding retrodisplacements they are discarded more in word than 
in deed, for there is a chapter on Retrodisplacement and Suspension of the 
Uterus by the author, which begins by decrying the anatomical position 
of the organ ‘fas the one plausible explanation of women’s backache, 
dysmenorrhvea, constipation and general malaise.” <A little later in 
order ‘ not wholly to neglect’? nulliparee, ‘whose dysmenorrhcea and 
bearing down happens to be associated with retrodisplacement,” the 
suggestion is made of trying a supporting pessary (not omitting ‘to 
allow for the psychological effect of expectation and of local treatment’’) 
and then proceeding to a suspension if relief is obtained. A hundred differ- 
ent procedures, devised to correct a retrodisplacement, form one of the 
curiosities of surgical literature’? is a statement found immediately 
preceding the description of two methods of uterine suspension, one 
according to Kelly and the other according to Cullen, but without further 
information as to the selection of cases. A chapter on Treatment by 
Pessaries follows immediately, in which the era of the pessary-merchant 
is amusingly described and the era of the pexy-merchant summed up 
in the words ‘so long as we continued without criticism to accept our 
predecesssor’s dictum as to the seriousness of a retroflexion per sc, we were 
guilty of a vast number of unnecessary operations.”” ‘The cases selected 
for correction are then given as those associated with descensus duc 
either to relaxation of the superior supports or to the breaking down of the 
vaginal outlet supports or to both. 

Attention may be called to the wider area carved out by the gyn: 
cology of the Kelly School, for not only is there a chapter on the Vermitorm 
Appendix, but three on the urinary tract, though curiously enough the 
maminary gland, though part of the female reproductive system, has 
escaped inclusion. The greater emphasis given to non-clinical methods 
of diagnosis is shown by the chapter on Sundry Aids to Diagnosis in 
which various biochemical investigations are described and another on 
Pneumo-Peritoneal Roentgenography—A Diagnostic Aid. Among thera- 
peutic procedures, Radium has naturally a chapter to itself, but less 
usual are the chapters on Sacral Anesthesia (W. W. Scott), Protein 
Therapy (Gellhorn). Ultraviolet Radiation (Fricke) and Electro-therapy 
(Ward). The final chapter by Esther Loring Richards on Some Topics 
of Common Ground between Gynecology and Psychopathology (Psychi- 
atry and Mental Hygiene) is a very necessary inclusion because of the 
large number of patients whose symptoms fall into that common ground. 
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The general view of the chief characteristics of the book will serve 
to show that it is one that all professing gynecology should know and, 
once they do, will find many occasions to consult. Professor Howard 
Kelly and his collaborators have earned the gratitude of their American 
confréres for the way the part their country has played in advancing 
the practice of gyniecology has been put before the world, and the thanks 
of their colleagues in this country for giving them so clear a picture of 
their work and its tendencies. 


John S. Fairbairn. 


[Reference to the Oxford Dictionary shows that Professor Howard Kelly 
is better acquainted with the essays of Elia than our reviewer, as 
“scaturient sources” is found there in a quotation from them. ‘Respiratory’ 
and “revelatory” are not recognized by it as English words. 


Editor. 


“Difficult Labour” by Samur, J. CAMERON, M.B., B.Ch. (Glasgow) ; 
& 5.G., and Joun M. B. London and Edinburgh. 
Arnold & Co., 1928.) Pp. 305; Illustrations 33. Price 10/6. 


Memories of a book, similarly entitled and a trusted friend and adviser 
of many of its day and generation, are certain to be aroused among those 
initiated into the mysteries of the obstetric art in the late 19th and carly 
goth century. But comparisons are proverbially odious, times change 
and we and our obstetrics with them and it is more fitting to see how 
far changes in ideas and practice since the publication of Herman’s 
Difficult Labour in 1894 are reflected in the new book of 1928 of the 
same denomination. 

The awakening of the public to the preventable maternal mortality 
and disability has stimulated evolution in ideals and has led up to the 
doctrine being generally accepted that our purpose in the care of women 
during childbearing is primarily the maintenance of the physiological 
and that success is to be measured by the degree of normal function 
attained. The acceptance of the principle in theory has not led to its 
extravagant observance in practice. 

There has also been a general advance in method, both of diagnosis 
and treatment. In the former it has been mainly in the direction of 
non-clinical ancillary aids, (e.g. bacteriological, biochemical, X-ray, etc), 
and in the latter to the perfecting of therapeutic and operative procedures, 
of which pituitary extract and the Cesarean operation may be mentioned 
as examples. 

In this book the evolution and growth of the preventive idea is 
shown by one of its five sections being devoted to Antenatal Super- 
vision, in which the part chiefly stressed is that concerned with 
the avoidance of disordered function during parturition. | It is, however, 
the last chapter of the book and its briefest section. To our mind 1 
would have come better as the introduction where it would have expressed 
more clearly the change that has come over our ideals of midwifery 
practice. It would have then been possible to indicate that its subject- 
matter and the many troublesome and dangerous procedures therein 
described would be largely obviated by success in prevention. Granted 
that difficult parturition will always be with us to some degree, it must 
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still be of moment to impress on its students that ‘“ the lamentabie 
prevalence of rickets in this city” is a stain on the fair name of Glasgow 
and must be wiped out; that the like failure to prevent infections 1n 
childhood and adolescence has made it necessary to give special consider- 
ation to cardiac, renal and other diseases as complications of labour, as 
well as to those that may be remedied before labour begins. 

The arrangement of its matter is designed to keep the details of 
prophylaxis in close relation to the management of the conditions in 
which it may have failed or not been attempted and, from the point 
of view of teaching, is clearly the best. The chapter on delay due to 
abnormalities of the forces gives the usual account of the types of inertia 
and their causes, but beyond a reference to ‘reflex disturbances ” and 
“neurotic temperament”? gives no indication of the common causes of 
failure to complete expulsion in normal women without obstetric com- 
plications and how they may be eliminated. It contains an admirable 
account of pituitrin in the treatment of inertia and the indications for ana 
against its use. Had the preventive aspect of inertia been considered to an 
equivalent degree, that chapter alone would have given the book dis- 
tinction. 

Taken as a whole the authors have produced in small bulk an 
eminently practical and straightforward account of difficult labour and 
its management. The detailed instructions on the complications of a 
breech delivery, for example, are such as to be readily followed by student 
or practitioner. We also commend the breaking away from tradition 
in the advice on oblique lies that internal version is nearly always possible 
instead of frightening ‘the student into thinking that a destructive 
operation is the only safe line for him to take. 

The article on labour complicated by albuminuria and eclampsia like- 
_wise calls for commendation for its precise and simple instructions. As 
might be expected from the Report of the Medical Research Council on the 
Toxeemias of Pregnancy (reviewed in the last number of the Journal, 
p- 338) in which one of the authors participated, no reliance is placea 
on tests for hepatic and renal efficiency. Many who have learnt the value 
of the latter may wonder at its rejection in Glasgow, but it is more 
startling to find that the estimation of the blood-urea is not thought 
worthy of mention, as in some cases of uraemia it may be the only means 
of accurate diagnosis. 

Owing to the rapidity with which the changes occur and dangers 
develop, there is no part of obstetrics,—perhaps nothing even in the wide 
realm of medicine—that calls more loudly for sound judgment and quick 
decision than the conduct of difficult labour, and our thanks are due 
to these two distinguished members of a renowned school for giving us 
the results of their own experience, We are bold enough fo suggest 
that the book would be improved if they omitted what they have not 
tried, even if they have thought of it,—such as :— 

“For some time we ‘have considered the advisability of providing 
efficient flushing for the colon by introducing saline through an 
appendicostomy wound, but we have not been able to satisfy 
ourselves that the end would justify the means.” 


It sounds like tempting fools to rush in where angels fear to tread. 
John S. Fairbairn. 
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“Trauma and Compensation in Obstetric and Gynecological Cases ” 
by Doucias M. Linpsay, M.D., F.R.F.P. & S8.G., Senior Assistant 
Surgeon, Royal Samaritan Hospital and Royal Maternity Hospital, 
Glasgow; late Assistant to Professor of Forensic Medicine, Univer- 
sity of Glasgow, ete., 1928. Edinburgh. Wm. Hodge & Co., Ltd. 
pp. 172; price 7/6 net. 


Though it may have a somewhat limited appeal, this book fills a 
distinct blank in gynzecological literature and should be of great service 
to all who have to give an opinion in compensation cases or actions at 
law in which evidence on obstetrical or gynecological points may arise. 

The author calls attention in his opening section to the frequency 
of third-party claims by women against large organizations such as rail- 
way companies and municipalities. ‘The astonishing frequency with 
which claims on behalf of pregnant women are intimated against, for 
example, the Glasgow Corporation Tramway Department would also 
suggest that advantage is taken of the pregnancy state to offer a good 
background for the staging of a case before an impressionable jury. This 
deduction is frequently established by the negative findings on exam: 
ination.”? If what is true of the Glaswegian ladies holds good for the 
country generally, the publication of this book is at once justified. 

That Dr. Lindsay has full credentials for undertaking this work is 
clear from his experience on the staff of both a maternity hospital 
and a hospital for diseases of women and from having been assistant to 
Professor Glaister. and played a part in many of the large number of 
cases of the kind that Glasgow provides. 

The modest volume he has produced is in itself proof that he has also 
the power of seizing the essentials and putting them clearly before his 
readers. 

It begins with an excellent introduction on medical reports on accident 
cases, the rest of the book being divided into three parts on Trauma in 
Obstetric Conditions, The New-Born Child and Trauma in Gynecological 
Conditions, together with an appendix containing brief notes of selected 
cases. 

In the first part is discussed the diagnosis of pregnancy, in which the 
value of cach symptom and sign is estimated not only as regards diag- 
nosis, but also as to how far it may help in determining the age of the 
pregnancy and the life or death of the feetus. 

According to the author, no theory is too involved for the purposes 
of the speculative lawyer and his ‘‘ medical inventors.’ Interesting 
discussions, therefore arise as to how far accidents with their inevitable 
‘“severe shock to the nervous system’’ can produce hyperemesis or 
toxeemic manifestations, occipito-posterior positions or other obstetrical 
complications, intrauterine death, cranial injury to the feetus or even 


such malformations as hare-lip or cleft-palate. The case is submitted 


to minds ignorant of medical matters and the mere assertion of impos- 
sibility will be of little avail without easily understood reasons bein 
in its support. 


given 
The importance of a wide and general examination 
of the woman and the making of careful notes of all relevant dates and 
occurrences is emphasized, because success often lies in seizing such 
opportunities as the opposing medical witness may offer, particularly of 
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omission to note some point that later proves of moment. ‘The view is 
taken that trauma is never a causative factor in the production of a 
neoplasm, though it may result in serious consequences, —hemorrhage, 
external or internal, torsion or rupture—to a woman suffering from 
certain forms of new growth. 

The part dealing with trauma in relation to prolapse and retroversion 
is of special value owing to the frequency of claims based on their dis- 
covery after the accident and the many controversial points that may 
arise in consequence. Indeed all the material in this little book must 
be of great use to those who have to examine women and give obstetrical 
or gynecological reports on claims for compensation or insurance. We 
welcome it and hope that its author may have frequent opportunities 
of expanding it. 


John S. Fairbairn. 


“The Principles and Practice of Obstetrics.’ By Joseru B. Dk Len, A-M., 
M.D., Professor of Obstetrics at the North-western University Medical 
School ; Obstetrician to the Chicago Lying-in Hospital and Dispensary, 
aud to Merey Hospital, ete. W. B. Saunders Company, Ltd., London 
and Philadelphia. Fifth edition, thoroughly revised, large octavo 
of 1140 pages, with 1128 iilustrations and g23 figures, 201 of them in 
colours. Price, cloth, 55s. net. 


Dr. De Lee is to be congratulated on the thoroughness of the revision of 
the text for this fifth edition. The chapters on the treatment of hyperemesis, 
eclapmsia, abruptio placentie, placenta praevia, ruptured uterus, post- 
partum heemorrhage, breech presentation and the forceps operation have 
been re-written, recent advances have been added and the whole subject 
nas been brought up to date. 

The book was originally written ‘‘to give the student as much as was 
necessary for a proper comprehension of an important subject and yet 
not overburden his study hours, and to supply the practitioner with a 
wealth of detail and numerous illustrations of how to do his work,” and 
admirably fulfils this purpose. It gives a concise, comprehensive and 
accurate description of our present knowledge of obstetrics. It is easy to 
read and is useful for consultation. The index is good and numerous 
references to original articles are given. 

The book is divided into three parts. Part I deals with the physiology 
of pregnancy, labour and the puerperium. There is little change in this part 
of the book. The importance of the study of the general condition of the 
patient is stressed and the great importance of ante-natal supervision is enun- 
ciated. Dr. De Lee believes that the ‘‘minority not the majority of labour 
cases is normal and that not until the pathological dignity of obstetrics 
is fully recognized may we hope for any considerable reduction of the 
mortality and morbidity of childbirth.’ He describes in detail his aseptic 
technique for the management of labour. If his ideal is attained there ought 
to be a considerable reduction in the mortality and morbidity rate. It is 
regrettable to have included photographs illustrating the conduction of 
labour at the Chicago Lying-in Hospital in which are depicted an 
ungloved attendant whose hands are in contact with dressings presumably 
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no longer sterile. The cleansing of the fectal throat by a swab is surely 
not done in these enlightened days when it is known that a mucus extractor 
is much more efficient and can be obtained so cheaply. 

The section on anesthesia in labour has been re-written and the author 
uses ether and ethylene. Gwathmey’s analgesia is described in full detail. 
Dr. De Lee has used the method with great satisfaction—he does not say 
in how many cases, but he adds ‘teach case must be carefully individualized 
and only those drugs exhibited which are needful to the patient.”” While 
it is not uniformly successful in abolishing the pain of labour, such is not 
the intention, most patients are much relieved and few harmful effects 
have as yet been reported. Occasionally the paius die down and labour 
is delayed : laceration of the cervix may occur if the pains are too strong 
(quinine), and the narcotized patient gives no warning; rarely the child 
is too deeply narcotized for easy resuscitation. 

The author insists that one of the important functions of the obstetrician 
is to save the woman’s blood during labour and for this reason frequently 
gives pituitary extract in the third stage immediately after the birth of 
the child. He says “sometimes the uterus contracts unevenly and im- 
prisons the placenta requiring the intervention of art.’”’ The author does 
not state in what percentage of cases this intervention is necessary—if it is 
of frequent occurrence surely it is strange advice for Dr. De Lee ,an advocate 
non-interference, to give. The chapter on the physiology of the new-born 
baby is a medley of information. The chapter on the care of the child is 
disappointingly short. Few obstetricians iu this country will advocate 
giving the infant ‘10 drops of castor oil on the day after birth . . . . later 
on occasional repetition of the dose, and salt solution colonic flushings to 
keep the intestinal tract in order.’’ Another curious statement is ‘if the 
infant does not urinate within 12 hours the parts are to be examined for 
congenital deformity.’ Surely a careful obstetrician will look for and 
note any congenital deformity at birth, not several hours later. The section 
on infant feeding is disappointing also. The general outlines of the 
management are given but the details are not sufficient to meet the needs 
of a young practitioner dealing with his first case nor of the student for 
examination purposes. No mention is made of the value of formation of 
the habit of regular feeding times and he says “until the milk comes in 
the infant nurses every cight hours and then every four hours, unless it 
is puny when it is fed more often.” Later he says “it is octasionally 
necessary to give water between the feedings but the nurse is to be advised 
of the uselessness and danger of the habit of water tippling.’’ This teaching 
is obviously much too generalized. 

In Part II the pathology of pregnancy is dealt with. The clinical 
picture of the three stages of hyperemesis is good. The discussion of the 
causation of hyperemesis is disappointing and loose—no mention is made 
of gastro-intestinal toxemia. The pathology is also very incompletely 
described. Treatment of the severe cases is very well given but a good 
deal is left to the imagination in the treatment of the mild cases, particu- 
larly when the author has given no real etiological factors. 

The section on eclampsia has been re-written since the last edition was 
published. The author recommends the use of the word eclampsism— 
instead of pre-eclampsia—and would apply this to cover all the cases of 
so-called toxeemia of late pregnaney which may lead, if untreated to 


538 Journal of Obstetrics and Gynecology 


convulsions, or coma or both. From a study of his cases he has found the 
following diseases may underlie the symptoms of eclampsism—r1. True 
toxeemia. 2. Acute nephritis. 3. Chronic nephritis. 4. Malignant hyper- 
tension. Then he adds ‘tin the last three conditions it is the unknown 
quantity of pregnancy—we call it a toxeemia—that lends the underlying 
disease its convulsive qualities. We might say the eclampsia is grafted 
on to them and in certain cases this is true both clinically and pathologi- 
cally.””. This reason gives little justification for the alteration in preseut 
classification. 

The clinical course and treatment of eclampsia is dealt with compre- 
hensively. The conservative and radical treatments are both given in detail 
—the author still seems to incline towards radical treatment. 

The chapter on abruptio placentse has also been re-written—the 
pathology, diagnosis and differential diagnosis are fully given. The main 
details of treatment are given but it is difficult to believe that the author 
really means ‘fa general anzesthetic is not always necessary in doing an 
internal version.” The importance of shock associated with internal 
version, especially in a toxic patient, is not mentioned. 

The chapter on prolonged pregnancy and missed labour is disappointing 
—little is said about the etiological features. Most obstetricians will agree 
with his method of treatment of protracted labour but few will agree with 
his drastic interference in cases of missed labour. The author advises 
the emptying of the uterus when the diagnosis of missed labour is certain. 
It is his practice to incise the cervix and do a vaginal Ceesarean section if 
the uterine powers prove refractory after 24 hours trial. He does this 
“hecause the uterine contents may become infected while waiting and render 
an otherwise safe operation extremely hazardous.” 

The chapter on anomalies of the powers is gocd. It is disappointing 
to find, however, that the author recommends rupture of membranes without 
any special indications as a method of treatment of weak pains, when he has 
explained at some length on a previous page that ‘‘as long as the bag 
of waters is intact, serious trouble is unlikely.’? Should it rupture early, 
the uterus may retract firmly on the foetus and for the mother there is 
the danger of infection of the cavity of the uterus. 

The chapters on anomalies of the genital canal and on the child require 
no comment. The teaching thereon is orthodox. In the section on moderately 
contracted pelvis the author states ‘‘Miiller’s procedure has proved value- 
less in my hands. The women will uot tolerate the small amount of pain 
thus caused, and, further, the soft parts may prevent engagement of the 
head which a few labour pains can force through easily.”? This will not 
be accepted by all practising obstetricians. Why does Dr. De Lee not 
examine his patient under an anesthetic if there is any doubt about the dis- 
proportion? This may be partially explained by his dislike of giving 
anesthetics to pregnant women, but he apparently, on the other hand, 
does not object to inflicting unnecessary pain as he inserts two or three 
stitches for perineal repair without anesthesia. His reasons for not using 
Miiller’s method are therefore of doubtful value. 

The chapters on puerperal sepsis are among the best in the book. The 
author’s policy is not to interfere locally. He has never used intra-uterine 
injection of glycerine but admits that this method has promise. 
Hysterectomy is discussed at some length and a list of conditions in which 
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hysterectomy is advisable is given, but the author adds ‘‘my own experience 
of the operation is nil. I have never seen a case where I thought it could 
possibly save life, and in many critical cases recovery eusued without it. 
Septic patients are the poorest subjects for operations and anesthetics 
and there is no doubt in my mind that many puerperze lose their lives 
because of them.’’ 

The concluding chapters on operative obstetrics are accompanied by 
numerous illustrations, most of these are of value but again it is unfortu- 
nate that so many of them depict an ungloved attendant. The book can 
be recommended ; it contains a wealth of detail, which is mostly up-to-date— 
the numerous references to recent literature are also of value to the 
research worker. The author is to be congratulated upon the careful re- 
vision which he has given this edition. The fact that a fifth edition has 
been required speaks for itself. 

G. H. Dodds. 


“The Principles of Infant Nutrition and their practical application.” 
By K. H. TALLeRMAN M.C., M.D., M.R.C.P., and C. K. HAMILTON 
M.B., M.R.C.P.. London: Heinemann. Pages 181, price 10/- net. 


The authors state that the object of this book is to discuss the principles 
underlying nutrition during infancy, and to point out their importance 
and practical application in feeding at this age. 

The opening chapter gives a very clear and up-to-date account of the 
physiology of the, normal infant. 

They very properly prefer breast feeding whenever this is possible, and 
useful information is given as to its technique. 

With regard to artificial feeding, the authors do not favour any one 
particular method, but they appear to have a preference for high protein 
mixtures. They urge the need of a ‘‘properly balanced diet” but go on 
to state that in practically no case do they regard this adjustment of the 
mixture to any deflnite percentage composition as at all necessary. This 
seems a little difficult to understand, since unless the percentages are 
known it cannot be certain that the diet is properly balanced. 

They say that “Percentage feeding as a system cannot in fact be 
regarded as superior to other methods and is unnecessary.’? Those whose 
habit it is to use the percentage system will probably think that this is 
rather a sweeping statement. They recommend the caloric system for 
estimating the food requirements. 

A useful chapter is devoted to the management of the premature infant, 
and another to the nutritional disorders of infancy. 

An appendix gives the methods of preparing various things used in 
infant feeding. Numerous references to the literature are given at the end 
of each chapter, and these form a very useful addition to the book. 

The authors are to be congratulated on having set forth in a clear 
manner a great deal of very useful information. The subject of infant 
feeding must ever be a very controversial one aud although some of the 
methods advocated may not meet with universal approval this book cannot 
fail to be of value to all those who are interested in the feeding and care 
of the infant, 


R.C. Jewesbury. 
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“Tehrbuch der Gynikologie.”? By W. Stoeckel. Second edition. S. Hirzel: 
Leipzig, 1928. Unbound, 42.50 marks; Bound, 46.co marks. 


The demand for Stoeckel’s text book of Obstetrics indicated that a 
text book of Gynzecology from this author would be generally welcomed, 
and the first edition of this book published in 1924 under the combined 
authorship of Stoeckel and Reifferscheid has been followed by a second 
edition published this year, which, owing to the death of Reifferscheid has 
been edited by Stoeckel alone. The popularity which these text books 
have enjoyed depends in large measure upon the clarity and simplicity of 
Stoeckel’s style. In addition the print is clear and the illustrations 
remarkably good. There is an excellent combination of drawings and 
photomicrographs, and the number of illustrations—479 in the text, and 
some of these are in colour, together with 64 coloured plates—is a most 
noteworthy feature. Perhaps some of the coloured plates do not allow of 
close inspection, but beyond this objection the illustrations are without 
question equal to any published in a text book of this size. The subject 
matter is put forward clearly and calls for little, if any, criticism. The 
accounts of the clinical features of carcinoma of the cervix, ovarian tumours 
and of inflammations are outstandingly good, and the absence of any 
system of classification of symptoms or of lists of signs and symptoms is 
strongly to be commended. The theoretical side is by no means neglected, 
as the section dealing with the development of the genitalia shows. The 
sections dealing with the treatment of salpingo-oophoritis and of haemato- 
colpos reflect the general excellence of the therapies advocated, and the 
sections on pharmacology and radiology indicate the modern outlook that 
has been followed. The treatment of prolapse docs not mention the 
operations advocated and claborated by Fothergill and by Mayo, which 
are surely superior to some of the methods described, and the account 
of the forms of vaginitis is perhaps too long for the size of this text book 

It is tolerably certain that the book will lave a very large sale 
It admirably fulfils the requirements of students—although in this country 
it would perhaps be considered rather long—for it is essentially clinical and 
practical in its outlook, and as a representation of the art and science of 
gynecology it has few rivals. The book is deserving of the very highest 
praise. 


Wilfred Shaw, 


“Schultze’s Lehrbuch der Hebammenkunst.’? 16th Edition: revised by 
T. v. Miltner. Wilhelm Engelmann, Leipzig : 19 marks. 


This book, which is intended for the use of midwives, contains 592 pages 
of fairly close print and in consequence a very full account of the 
elements of obstetrics is available. Beyond a short description of anatomy 
and physiology, the subject matter is wholly practical, crammed full of 
elementary points, explained in the simplest non-technical language 
possible. The illustrations are plentiful and clear, the print and paper 
good. The objection that the book is rather long is met by its wonderful 
popularity. It would be difficult for a midwife to encounter a difficulty 
which is not dealt with in this text book, and sound advice as to when 
medical aid should be sought is plentifully scattered throughout. 


Wilfred Shaw. 
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“Spontaneous Ovarian Hemorrhage with Acute Abdominal Symptoms.” 
By LupwiG Simon. Supplement to Acta Obstetrica et Gynecologica 
Scandinavica; Vol. vii; Fase. 1-2; 1928. 


This article, which is written in English, gives an almost encyclopzedic 
account of the forms of ovarian haemorrhage which have been described 
in the English, American and Continental literature. The various types 
of ovarian haemorrhage are reviewed and great stress is placed upon 
Forssner’s well-known contention that the types leading to severe intra- 
peritoneal haemorrhage are the result of ovarian pregnancy. The author 
produces further evidence to show that this opinion cannot be upheld. 
Simon agrees that one of the most important causes is hypereemia of the 
ovary and maintains that the commonest cause of severe ovarian hama- 
tomata is a sclerosed tunica albuginea which, by leading to disturbances 
in the mechanism of follicle rupture, is responsible for ovarian heematomata. 
Attempts were made to obtain support for this hypothesis by means of 
animal experiments. The ovaries of rabbits were cauterized ‘with silver 
nitrate and subsequently the histological changes in the ovaries following 
coitus were observed, evidence being obtained that conditions parallel to 
the ovarian haematomata of human beings occurred. It is possible, however, 
that such changes were the result of inflammatory reaction of the 
cauterization and not due essentially to a sclerosed albuginea. A summary 
of the research is given in English, French and German, and a beautiful 
series of photomicrographs is included. Perhaps the most important 
feature of the animal work is the demonstration of the development of 
corpora lutea from follicles which have not shed their ova. The 
independence of the changes in the corpus luteum upon the life of the 
ovum has been suspected for a long time. Support of this view from 
animal work is to be welcomed. It does, however, render ovarian physiolog 
even more complicated than it is in its present state. 


Wilfred Shaw, 


“Die Wechseljahre der Frau.’? By Hans Zacherl. Julius Springer; Wien. 
Price : 7.50 Reichsmarks. 


This monograph deals with the physiology and disorders of the 
menopause. Although it might appear that the subject hardly requires 
sufficient consideration to necessitate a monograph, a perusal of the subject 
matter shows how extensive are the factors which influence the menopause 
and how widespread are the alterations in the body which follow the end of 
the childbearing period of life. The alterations in the blood and in the vas- 
cular system are especially mentioned, and the pathological changes in the 
generative organs which are met with at the time of the menopause are 
critically discussed. Menopausal haemorrhages are considered in detail, 
from the point of view of both diagnosis and treatment. The difficulties 
encountered in determining their etiology are stressed, and the modern 
classification of the various forms after the methods of Schréder, Frank] 
and Adler is accepted. The methods of treatment advocated in such con- 
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ditions as leucorrhcea, colpitis senilis and the vasomotor disturbances are 
very useful. The classification of the subject matter calls for no criticism. 
The monograph should be of great help to practitioners, for it contains 
some very useful clinical material. 


Wilfred Shaw. 


“Childbirth: An Outline of its Essential Features and the Art of its 
Management.” By W. G. Ler, A.B., M.D. The University of Chicage 
Press. Price 15/-- 


This book is the outcome of the experience gained during twenty-two 
years on the Obstetric Staff at the Cook County Hospital, Chicago. The 
book is entirely clinical, little space—perhaps too little—being given to the 
theoretical side. It is not likely, therefore, to be read by the average 
student, but for the general practitioner the book will fill a long felt want, 
while obstetricians will find it very refreshing. 

The description of the careful detailed technique which the author gives of 
the preparation of the patient before delivery is particularly good and ought 
to be of assistance to those who have not had the opportunity of observing 
a labour conducted under modern aseptic methods. If every labour was 
conducted in the way described by Dr. Lee our maternal morbidity and 
mortality rate ought to be reduced. 

In Chapter V a clear account is given of what takes place in the second 
and third stages of labour. 

In Chapter IX the. author gives a labour-ward-chart and adds 
“insistence upon the filling-in of this form, as observations are made 
throughout the progress of labour, makes possible analysis and deduction 
that secure more efficient management, and furnishes material for later 
studies leading to improvement in diagnosis, prognosis and treatment of 
subsequent cases.’’ These sentiments will be echoed by Registrars and 
all readers of hospital records. 


Chapter X1, ‘‘Some maternal conditions that furnish urgent indications 
for interference,’’ is the most disappointing in the book. Heemorrhage is 
one of the most serious complications, both maternal and foetal, of child- 
birth, and therefore the treatment of it is worthy of a little more consideration 
than that given in the two and a half pages allotted to it. Many will not 


agree with all the author says about the treatment of placenta praevia and 
placenta ablata. 


In Chapter XII, ‘Some conditions in the offspring that urgently require 
interference,” the author lays great stress on the need of maintenance of 
body heat in the infant. This fact is not sufficiently insisted upon in 
many text-books and to lack of this knowledge we undoubtedly owe some 
of the high neonatal mortality in the first week of life. The management of 
the premature child is given in some detail. 

incubator. 


The author does not use an 


In his management of abnormal labour the author is not always orthodox 
and it is doubtful if many would agree that high forceps and particularly 
Kielland’s forceps should be as widely used as he indicates, yet there is 
much sound counsel and good advice in his teaching on many points. 


G. H, Dodds, 
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“ The Principles of Ante-natal and Post-natal Child Hygiene,” by W. M. 
FELDMAN, M.D., B.S., M.R.C.P. (Lond.), F.R.S. (Edin.). John Bale 
Sons and Danielsson Itd., 25/- net. 


This book is of a unique type. It is written as a companion to the 
author’s “ Principles of Ante-natal and Post-natal Child Physiology,’’ and 
is written for those more than superficially interested in the welfare of the 
children of the community. It will appeal to lay as well as to professsional 
readers. 

Dr. Feldman divides his subject into three main parts : Prolegomena, 
Ante-natal Hygiene and Post-natal Hygiene. 

After defining his subject, the author devotes fifty pages of most interest- 
ing reading to the history of child hygiene. In this chapter the laws and 
sustoms of the ancient civilizations in their relation to the child are dis- 
cussed and the development of the subject is followed up to the present 
day. In considering the workers who lave improved the outlook of the 
child in recent times we find mentioned such names as Jenner, Morgagni, 
Schick, Colles, Calmette, Soxlet, Saleeby, Wassermann, Lister, Pasteur, 
Montessori, Truby King, Mendel, Mott, and Broadbent. From this list it 
will be realized that the subject has been viewed from its widest aspect. 
This chapter is profusely illustrated with reproductions of ancient tablets 
and with portraits of the more recent workers. 

The next 140 pages are devoted to Biometrics and the mortality of 
other and children before and after birth. The mathematical calculations 
on which much of this part is based are of a very complicated nature, and 
one can but feel that few readers will be able to understand the meaning 
of such things as “skew” and ‘frequency curves.” 

By looking at the answer one learns that the population of England 
and Wales will reach a maximum in 2100 A.D. of about 71 millions. In 
order to maintain the population stationary 3.5 living children are required 
per married couple. This represents 4.4 pregnancies. 

Maternal mortality is considered largely from the Public Health point 
of view. The causes and prevention of puerperal sepsis are discussed but 
no original suggestions for the treatinent of this condition can be found. 

Part II, Ante-natal Hygiene, is considered under two headings, the 
ante-conceptional stage and the post-conceptional stage. The accepted views 
on consanguineous marriages receive a severe blow. The Ptolemaic 
dynasty is taken as an example. In spite of repeated incestuous 
marriages between brother and sister there was never any sign of mental 
or physical degeneration. Other instances of inter-marrying without 
ill effects are afforded by the Wedgwood-Darwin and Bach families. 
The conciusions which Dr. Feldman draws are that consanguineous mar- 
riages do not give rise to reduced fertility or degeneration of the offspring 
provided that the parents are of sound stock. Hereditary diseases in a 
family are liable to be present in the offspring even if the parents are not 
affected. In the same way desirable characters are likely to be handed 
down. These views are explained by the Mendelian Theory. 

In the next chapter the present views on foetal nutrition and pathology 
are discussed in some detail. 

The case of the expectant mother receives only fifteen pages, ten of 
which are occupied by advice on such matters as dress, diet, exercise, 
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psychology and occupation. In the remaining five pages a list of the 
doctér’s supervision is given. 

The principals of child hygiene are good, but irrigation of infant’s eyes 
after employment of Credé’s prophylactic method will not meet with 
universal approval. The treatment of asphyxia and the description of 
general nursing hygiene are both good. There is an excellent chapter 
dealing with the nutrition of infants, including an estimate of a child’s 
caloric requirements illustrated with charts. The value of different con- 
stituents of food, the relative value of each, and effects of infants’ digestion 
are included. 

Factors affecting lactation and hygiene of the lactating mother are fully 
described. The author quotes various authorities in favour of three hourly 
feeding. In the description of weaning, he suggests gradual substitution 
of bottles for breast feeds; as this is presumably weaning at the ninth 
month, one would suggest that a more usual and practical method would 
be to accustom the child to a cup or spoon rather than a bottle. 

The treatment of underfeeding is not very clear; it is difficult to accept 
underfeeding as an indication for increasing the intervals between the feed, 
with the object of stimulating appetite and suction. A really underfed 
child requires food to increase its strength and vitality, before one can 
expect vigorous suction. 

The description of breast massage is rather inaccurate and would be 
better named “a description of manual evacuation of the breast.” 

The chapter on artificial feeding of infants contains a full description of 
various types of milk, and good and bad methods of collecting the same. 
The care of the milk required between the producer and consumer, and the 
chief dangers in the handling of the milk, are well illustrated. 

Sterilization and various methods of preserving milk, constituents of 
dried milks, with the bacteriology thereof, also a history of the develop- 
ment of artificial feeding, with full references to available literature dealing 
with the subject, are included. 

There is little that calls for comment in the chapters which deal with 
the health of older children, the usual teaching with respect to their 
feeding, clothing and exercise being carefully set out. Part 3, Section 3 
Post-natal hygiene, includes a very good chapter on the prevention of 
infectious diseases. The whole book is original and deserving of praise. 
It is well printed, well set out and is readable. Whether, however, it is 
a good thing to try to write a book for the lay reader as well as for the 
medical specialist is a matter of opinion, but Dr. Feldman in attempting 
this has met with a considerable measure of success. 


C.B. 
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Review otf Current Literature. 


Director: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


Tus Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the “ Journal 
of Obstetrics and Gynzecology of the British Empire ’’ exchanges :— 
British.—The Lancet ; British Medical Journal ; The Cancer Review ; A Journal 
of Abstracts. 


~~ Canadian Medical Association Journal; Bulletin Médical de 
uebec. 
Australian.—Medical Journal of Australia. 


American.—American Journal of Obstetrics and Gynecology ; The Journal of the 
American Medical Association; Surgery, Gynecology and Obstetrics. 


French.—La_ Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et de Gynécologie de Paris 


Belgian.—-Bruxelles-Médical. 
Ttalian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 


German.—Zeitschrift fiir Geburtshilfe und Gynakologie ; Archiv fiir Gynakologie ; 
Zentralblatt fiir Gynakologie; Monatsschrift fiir Geburtshilfe und Gynakologie ; 
Miinchener Medizinische Wochenschrift, 


Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 
Japanese—Japanese Journal of Obstetrics and Gyniecology. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: J. CAMERON, F.R.C.S., R.C. Ligutrwoop, M.D., F. Roougs, 
F.R.C.S., Jean Situ, M.D., F. E. Taytor, F.R.C.S., A. 
WALKER, E.R.C.S., Justina Witson, F.R.C.P. 

Huddersfield: W. CROWTHER, M.B. 

Leeds : R.H.B. Apamson, M.D. 

Oxford: Dorotuy N. I,. LEvERKUS, M.D. 

Rugby : Ropert A. HENDRY, F.R.C.S. 

Sheffield: W. W. Kino, F.R.C.S. 

Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 
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Lancet. 


April 7, 1928. 
Ultra-violet radiation in the treatment of pemphigus neonatorum. A. W, 
Gregorson, 


Women’s work during the menstrual period. (Ieading article). 


April 14, 1928. 

mplicating labour. M. Salmond. 

April 21, 1928. 

*The position of histology in the prognosis of carcinoma of the breast. 
D. H. Patey and R. W. Scarff. 


Subcutaneous emphysema co 


April 28, 1928. 
An address on radium in the treatment of malignant disease. G. I. Gask. 
Sterilisation and mental disease. (Leading article.) 
Investigation of maternal mortality. H. Snell (Correspondence). 


May 5, 1928. 

The experimental basis of radium therapy in cancer. S. Russ. 
May 12, 1928. 

Eclampsia treated with spinal anesthesia. R. H. 


,arainore. 
Radium for cancer. (Leading article). 


une 2, 1928. 

*A lecture on the ovarian hormone. E,. C. Dodds. 
Radium treatment of cancer. S. Mort (Correspondence). 

June g, 1928. 

A. V. Davies (Correspondence). 

June 16, 1928. 

*Ovarian heemorrhage simulating acute appendicitis. R. K. Wilson. 
A higher diploma in midwifery and infant welfare. (ILeading article). 
Marvellous Montpellier midwifery. Herbert Spencer (Correspondeuce). 


Radium treatment of cancer. 


June 23, 1928. 
A note on immediate repair of the torn perineum under local ancesthesia. 
F. J. Browne. 


Ovarian hemorrhage. R. K. Wilson (Correspondence). 


June 30, 1928. 
*Induction of labour with animal bladders 
G. F. Gibberd. 


A frame for the Trendelenburg position. C. Hughes. 


containing glycerine. 


The position of histology in the prognosis of carcinoma of the breast. 


By comparing the histological appearance of the growth with the known 
subsequent history of the patient, these two workers have arrived at the 
following conclusions. 1. In cases of low malignancy the early or favour- 
able stage of the disease is of longer duration and patients are imore 
likely to present themselves for treatment during this stage. If the disease 
is advanced, palliative operation is followed by more prolonged benefit. 
2. Histological estimation of the degree of malignancy is of value in the 


prognosis of a limited number of intermediate cases: i.e. those in whom 
axillary involvement is early. 


\ 
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A lecture on the ovarian hormone. 


The author condemns the misleading commercial literature advocating 
the use of various ovarian preparations. In 1900 Knauer showed that 
ovarian grafts re-awakened sexual activity in spayed animals. Landau 
reported success from the administration of ovarian tissue by the mouth tc 
patients with menopausal symptoms and to women who lost both ovaries 
during menstrual life. The value of oral administration has not been 
confirmed by subsequent workers. No attempt was made to standardise 
ovarian preparations until 1912 when Adler showed that crude watery 
extracts of the ovary produced signs of cestrus in animals. In the early 
investigations two factors can be noticed; one is that the active principle 
was considered to be a fat soluble body, and the other is that it was taken 
for granted that the body which produced cestrus in animals would produce 
menstruation in the human. The evolution of the present method of 
standardisation is described and the unit of the cestrus-producing substance 
is taken as the amount which will produce cestrus in 50 per cent. of at 
least 20 rats. 

Allen and Doisy maintained that an active principle was present in the 
liquor folliculi. The author and his co-workers find this body also in the 
ovarian residue contrary to the views of Allen and Doisy. For the production 
of this substance on a large scale human placenta is used. 

Most workers have produced an oily solution of the hormone which is 
unsuitable for clinical use on account of its toxicity. Many workers have 
attempted to produce a watery solution. Laqueur of Amsterdam has been 
successful in producing a solution of high activity. Dodds describes the 
method elaborated by himself and his co-workers by which he can now 
produce a substance of which .o2 millegrams is equivalent to one rat unit. 
The purest substance produced in oily solution was 1-2 mg. per unit. This 
body produces cestrus in non-pregnant animals and abortion in pregnant 
animals. The clinical use of this substance is imperfectly understood because 
menstruation is not understood. Menstruation may represent—pro-cestrus, 
cestrus, it may be a pathological process (Fraenkel) or it may have no 
relation whatever to ovulation. 


Ovarian hemorrhage simulating acute appendicitis. 


Seven cases are described in which the signs and syinptoms suggested 
a diagnosis of acute appendicitis. In-each case haemorrhage from the right 
ovary was found at operation. In an examination of the records of the 
London Hospital it was found that during the ten years (1915-24) fourteen 
cases of haemorrhage from the right ovary were admitted to the surgical 
wards of the hospital, while during the same period ten cases of which eight 
were left sided were admitted to the gynecological wards. 


Induction of labour with animal bladders containing glycerine. 


The principles of this revival of an old method are that as the aniimal 
bladder acts as a semipermeable membrane water passes through and 
increases the amount of fluid in the bag. In addition a certain amount 
of glycerine passes out of the bag into the lower uterine segment. Details 
of the technique are given. 


A. Walker. 
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British Medical Journal. 


April 7, 1928. 
Midwives and ante-natal work. I. S. Robertson-Bain (Correspondence). 
Breast-feeding. (Leading article). 
April 14, 1928. 
Streptococci and puerperal sepsis. J. M. Beattie (Correspondence). 
April 21, 1928. 
*Practical application of recent views on the menstrual function. Beckwith 
Whitehouse. 
*Ovarian sarcoma in a child associated with sexual precocity. A. H. 
Southam. 
Dystocia associated with a vaginal band. W. W. Jeudwine. 
The expectant mother. R. S. $. Statham (Correspondence). 
Clinical opportunity for midwifery. E. L. Carling (Correspondence). 
April 28, 1928. 
Streptococci and puerperal sepsis. E. W. A. Walker (Correspondence). 
May 5, 1928. 
Vaccines in the treatment of gonorrhoea. G. Shera. 
*Complete inversion of the uterus : recovery. D. M. Donovan. 
Investigation of maternal mortality. E. H. Snell (Correspondence). 
May 12, 1928. 
*Full-time abdominal pregnancy : prolonged suppuration : recovery. 
Keevil. 
May 19, 1928. 
*The treatment of malignant disease by colloidal lead. S. Wyard. 
Sterilisation of the feeble-minded. C. B. S. Hodson. 


May 26, 1928. 
*An operation for the cure of prolapse of the rectum in the female. F. J. 
McCann. 
*Rupture of the uterus early in the first stage of labour. G. Stapleton. 
Vaccines in the treatment of gonorrhoea. FE. ‘T. Burke (Correspondence). 
June 9g, 1928. 
*Maternal mortality from puerperal sepsis. J. Young. 
*Puerperal sepsis. A. Remington Hobbs. 
*Puerperal sepsis and sensitiveness to streptococcal toxins. H. Burt-White. 
Puerperal sepsis. (Leading article). 
The treatment of malignant disease by colloidal lead. W. J. Dilling 
(Correspondence). 
June 16, 1928. 
The treatment of malignant disease by colloidal lead. 5. Wyard, D. C. L. 
Fitzwilliams and A.T. ‘Todd (Correspondence). 
Abortion and sepsis. E. Hudson (Correspondence). 
Etiology of cancer. P. Stocks (Correspondence). 
The menstrual function. S. E. Kark (Correspondence). 
June 23, 1928. 
*Congenital absence of ovary and Fallopian tube J. H. Sanders. 
Vicarious menstruation. R. Chapman. 
A case of ear presentation. C. G. Waiker. 
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Puerperal sepsis. W. M. Penny (Correspondence). 
The treatment of malignant disease by colloidal lead. W. Blair Bell, 5. 
Wyard (Correspondence). 
June 30, 1928. 
Midwifery mortality. D. Roxburgh (Correspondence). 
Puerperal sepsis. H. Buist (Correspondence). 


Practical application of recent views on the menstrual function. 

Whitehouse gives a summary of his views on the comparative physi- 
ology of menstruation in the human female. An abstract of a previous 
paper on this subject will be found on page 574, Vol. 34, No. 3. 

Menstruation in the human female represents: (1) The abortion of a 
useless decidua of the pseudo-pregnancy corresponding to the preceding 
ovulation and (2) the acme of pro-cestrum to promote fertilisation at the 
succeeding ovulation. 

Destruction of the corpus luteum or of ripening follicles brings on 
necrosis of the endometrium in from 48 to 72 hours. This is due to the 
removal of an ovarian hormone, which is necessary for the development of 
decidua. ‘The absence of this hormone brings on necrosis of the decidua. 
This condition may be called a fertile abortion. 

The second hormone, cestrin, is not present in the corpus luteum but 
is present in the rest of the ovary, placenta and uterus. It brings on 
cestrus. Pro-cestrum is brought on by the accumulaticn of this substance 
in the uterine glands and other tissues. 

Whitehouse then considers certain variations from the normal which are 
found. 

White Menstruation. In this condition the signs and symptoms of 
menstruation are normal except that the menstrual lochia consist of secre- 
tion from the uterine glands only. No blood is lost. Such a phenomenon 
occurs in the merino sheep, in which animal the end of pseudo-pregnancy 
is not followed by tissue necrosis. 

Vicarious Menstruation is explained on the grounds that pro-cestrual 
hyperzemia is excessive and is unaccompanied by endometrial necrosis. 
This is seen in certain animals. Another explanation is unbalanced action 
between the pseudo-pregnant abortion and the pro-cestral state. The con- 
gestion and vaso-dilatation produced by cestrin are normally relieved by 
a fertile abortion. If this does not oceur, relief will be sought by haemorr- 
hage from other mucous surfaces. Both factors involved in menstruation 
usually coincide, but one or other may be suppressed. If ovulation is 
defective the individual is sterile but cestrin may be present in excessive 
anounts giving rise to an exaggerated pro-cestral state. In exophthalmic 
goitre in the early stages menorrhagia is the rule due to excessive pro- 
cestral congestion superimposed on the menstrual abortion. In the later 
stages ovulation is suppressed and although pro-cestrum and cestrum are 
often marked, amenorrhcea is the rule. 

If ovulation occurs without cestrum, menstruation is scanty but the 
individual is not sterile. Such women are the subjects of frigidity and 
also usually complain of dysmenorrhcea, 

The passage of a single menstrual clot is normal in some monkeys. 
In one human case the patient became pregnant, and after marriage men- 
struation became normal. 
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Too frequent menstruation or ‘‘epimenorrhcea”’ is the clinical mani- 
festation of abnormal ovulation. It is commonly associated with ova of 
low vitality and therefore sterility. Such women frequently show a low 
basal metabolic rate. The condition may be remedied by the administration 
of thyroid. Epimenorrhcea is common at puberty and at the menopause. 
It! both cases the ova are of low vitality. The sexual instinct is developed 
before puberty and persists after the menopause. This points to the indepen- 
dence of the cestral phenomena in the menstrual function. 

Pathological lesions of the follicles are commonly associated with ab- 
normal uterine haemorrhage and the uterus may be regarded as the mirror 
of abnormal ovarian activity. Defective ovulation is probably the result 
of circulatory disturbances in the ovary produced by other pathological 
lesions present. The author expresses the opinion that irregular uterine 
bleeding associated with retroversion is due to defective ovulation produced 
by circulatory disturbance. 

Ovarian grafts are of doubtful value because such grafts only produce 
follicles which reach a certain stage of maturity and then die. This brings 
on endometrial necrosis and hemorrhage. ‘The value of this haemorrhage 
may be to relieve the congestion brought on by the action of cestrin. 
Sexual life is not commonly affected by ablation of the ovaries and there 
is no necessity to graft ovarian tissue with the idea of conserving cestrus. 
As the stroma alone produces the hormone which is an integral part of the 
sex complex, this part only should be used for grafting. 

‘True menorrhagia is a symptom of uterine insufficiency, affecting either 
the endometrium or the metrium. Excessive loss without thrombi signifies 
over-secretion by the glands and hypertrophy of the endometrium. Large 
clots signify deficient thrombokinetic power and atrophied endometrium. 
The former type is amenable to X-rays or radium and curettage, which 
diminish ovarian activity and the production of cestrin while the latter 
type is the result of uterine infection and may require hysterectomy. In 
sub-involution and fibroids the cavity of the uterus is enlarged and this 
favours excessive growth of the endometrium. Radium is the only certain 
way of causing permanent necrosis and cicatrical fibrosis of the endo- 
metrium. Repeated curettage is probably more advisable in young women. 

The author defines dysmenorrhcea with great care and includes under 
this heading uterine colic of real severity. This condition is associated 
with the passage of fragments of tissue, which may be retained within the 
uterus, and consist of decidual tissue which is produced in excessive 
amounts and prevents the normal disintegration at the end of pseudo- 
pregnancy. 

The production of decidual cells can be stimulated artificially in certain 
animals and these thrombi may have this effect. ‘There may therefore be 
a primary deficiency of cestrin resulting in diminished autolysis of the 
decidua. The thrombi and fragments remain in the uterus and further 
stimulate the production of decidua, and the presence of decidual cells 
should not be taken as evidence of recent pregnancy. 


Ovarian sarcoma in a child associated with sexual precocity. 

Vaginal hemorrhage occurred in a healthy child aged two years and 
ten months. A swelling was noticed in the abdomen shortly after. There 
was marked development of pubic hair and of the breasts. While in 
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hospital a second ‘period’? occurred 28 days after the first. The tumour 
was removed. It was solid and the size of a cricket ball. It arcse from 
the right ovary and was freely movable. Histologically it had the appear- 
ance of a round celled sarcoma. After operation, the pubic hair disappeared 
and the breasts decreased in size. There was no recurrence two and a half 
years later. 


Complete inversion of the uterus; recovery. 

Inversion suddenly occurred during expression of the placenta by the 
Dublin method. The placenta was separated from the inverted uterus with 
great difficulty. Reposition was not difficult and was performed without 
an anesthetic. ‘The patient recovered. ‘The woman had previously had 
ten children. 


Full-time abdominal pregnancy; prolonged suppuration: recovery. 

The patient was an African woman who became pregnant in August 
1924. In April 1925 she had labour pains but “nothing was born.” The 
pains ceased and the patient was left with a hard swelling in the abdomen. 
This swelling caused no trouble for 16 months when it became larger 
and discharged pus mixed with hair and bones from the bowel and from 
the abdomen. She presented herself for treatment after twelve months, 
being then very ill. The tumour was explored and the remains of an 
apparently full-time foetus removed. The gestation sac communicated with 
the pelvic colon. Recovery was complete. 


The treatment of malignant disease by colloidal lead. 

The author concludes that colloidal lead exerts no beneficial action on 
malignant growths. He considers it to be a difficult and dangerous drug 
to use. One patient out of go showed some improvement. ‘ 
An operation for the cure of prolapse of the rectum in the female. 

In his first case, McCann removed part of the anterior wall of the rectum 
and anal canal before building a barrier in front by suturing the two 
levatores ani together. In his second case he tightened the sphincter ani 
without incising the rectum or anal canal with equally good results. These 
two patients were sisters and another sister and two cousins also suffered 
from rectal prolapse which suggests a congenital predisposition. 


Rupture of uterus early in the first stage of labour. 

The patient had had ten normal Jabours previously. Early in the first 
stage of labour she was seized with severe abdominal pain. On admission 
to hospital the uterus contained the partially detached placenta and the 
membranes passed through a rent in the lower uterine segment, cervix 
and vagina. The abdomen was opened and a full-time child was found 
lying in its bag of membranes. The uterus was removed and the lower 
part of the rent sutured. Recovery was satisfactory. 


Maternal mortality from puerperal sepsis. 

In 1926 the total maternal mortality for England and Wales was 5.14 
and the sepsis mortality 1.6 per 1000 live births. This does not represent 
the whole of the damage because there are many more women whose health 
is seriously damaged as a result of puerperal sepsis. Puerperal sepsis 
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may be caused in one of three ways, by contagion, trauma or auto-infection. 

Young considers that auto-infection plays a minor part in the death rate 
from sepsis and quotes figures in support of this view. Contagion still 
plays a part in the causation of puerperal sepsis, but is now of less impor- 
tance than in pre-Listerian days when appalling epidemics occurred in 
maternity hospitals. Epidemics still occur in spite of rigid precautions 
and must be taken into account in considering any extension of the hospital 
system. In reviewing the work of maternity hospitals in pre-Listerian 
days, long periods occurred with a low mortality from sepsis owing to the 
absence of contagion and in Scotland as a whole the author finds that there 
has been no decrease in the maternal mortality from sepsis during the last 
seventy-five years. 

There is evidence to show that trauma is the most important cause of 
the death rate from puerperal sepsis. In the practice of the Queen Victoria’s 
Jubilee midwives, there are six per cent. of forceps deliveries whereas a 
century ago the frequency of forceps delivery was one in 472. The author 
is convinced that to-day the need for intervention on mechanical grounds 
is greater than in those days, and that although mechanical intervention 
is probably the chief agency in maintaining sepsis, it is not fair to put 
the whole responsibility on the medical aftendant. 

The immediate need is an improved machinery for maternity practice 
based on a midwife-doctor combination. The records of the work of the 
Jubilee Nurses is a splendid one, namely 53,000 deliveries with a mortality 
of 73 or 1.3 per 1000. In 25 per cent. of cases a medical practitioner was 
called in. Improvements in education of the public, the doctor and the 
midwife, and the extension of such a machine as the Jubilee Nurses is the 
best means of reducing the maternal mortality from sepsis. 


Puerperal sepsis. 

The author disagrees with the definition of puerperal sepsis laid down 
by the Ministry of Health, namely that it is a fever resulting from the 
bacterial infection of the raw surfaces left after labour. He considers that 
there are many cases which never exhibit pyrexia which are yet cases 
of puerperal infection; he lays particular stress on cases of secondary 
liemorrhage. The second part of the definition is equally incomplete as 
in many cases the inflammatory changes are the result of obstruction to 
the normal discharge of the puerperal uterus. Such obstruction may cecur : 
(1) In the wall of the uterus as a result of injury by the finger or curette, 
too hot douches, or by strong antiseptics; (2) in the cervix as a result 
of retained clot or membrane, or by swelling of the cervical mucosa, and (3) 
by an over-loaded rectum or distended bladder. He lays stress on the 
importance of a loaded rectum and quotes figures in support. 

With respect to the treatinent of puerperal sepsis the following methods 
are criticised. (1) Expectant : in more than half the cases there is evidence 
of pent up sceretion. Drugs and douching are of little use. (2) Curetting : 
usually fails and may cause a flare up. (3) Dilatation and swabbing with 
strong styptics may cause a severe reaction. (4) Douching is of little use. 
(5) Hot intra-uterine douching injures the tissues and prevents drainage. 
(6) Serums and vaccines are useless unless the uterus is drained. The 
method which is safe, relieves congestion and stops secondary haemorrhage 
is the glycerine treatinent. 
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The treatment of puerperal sepsis begins in the ante-natal clinic. There 
all septic foci must be treated. Great importance is attached to urinary 
infections. In the labour ward rigors may occur from urinary infection 
which may mask a secondary uterine infection. 120 c.c. of glycerine are 
injected as a prophylactic before all internal manipulations. In case of 
retention of the placenta without post-partum hiemorrhage, 60 to 100 e.c. 
of glycerine injected into the uterus often aids expulsion. The same treat- 
ment is useful for post-partum heemorrhage after the placenta has been 
delivered. In the lying-in ward if a patient has a temperature of 99° and 
a pulse of go, treatment should be started. The author considers that it is 
unwise to look for a septic focus other than the uterus. 

After-pains are pathological and signify uterine obstruction. Pain is 
the cardinal symptom and tenderness the cardinal sign of an obstructed 
viscus. Later the following suggest uterine sepsis. Red lochia after the 
seventh day, pyrexia at the menstrual periods, dysmenorrhcea after preg- 
nancy, backache, erosion, discharge and metrorrhagia following pregnancy. 
By secondary hemorrhage the author means hemorrhage occurring after 
the seventh day of the puerperium. 


Puerperal sepsis and sensitiveness to streptococcal toxins. 

One hundred pregnant women were examined by the intradermal in- 
jection of scarlatinal toxin. The optimum dose of toxin is 1/, c.c. of 1 : 1000 
dilution. 27 were sensitive and 73 were not sensitive. Of the 27 sensitive 
cases, eight, i.c., 30 per cent. had morbid puerperia. Streptococcus pyogenes 
was found in the cervices of those examined. Labour was normal in these 
cases. Of the 73 who were not sensitive only two exhibited morbid puer- 
peria and in neither case were streptococci isolated from the blood or the 
cervix. Thirteen or 19 per cent. of the non-reacting women had difficult 
labours but normal puerperia. Six were examined bacteriologically but 
in no case was the streptococcus pyogenes discovered. 

. The author’s conclusions are that women who react to the intradermal 
inoculation of scarlatinal toxin are more liable to develop puerperal sepsis 
than non-reactors. Difficult labour predisposes to puerperal infection in 
so far as the risk of introducing streptococcus pyogenes is increased. 


Congenital absence of one ovary and the corresponding Fallopian tube. 
The condition was discovered at operation. One point of interest is that 
the woman had given birth to both male and female children. 


A. Walker. 


Quarterly Journal of Experimental Physiology. 


Vol. xvii. June 23, 1927. 
*On the pro-cestrum and pseudo pregnancy. KF. H. A. Marshall, 
Vol. xviii, Nos. 1 and 2, July 13, 1927. 
*The influence of the internal secretions of the ovary on the calcium blood- 
level and on calcium metabolism. 1. Mirvish and I. P. Bosman. 
*The influence of ovarian extracts on the calcium blood-level in man, 
Mirvish and I. P. Bosman, 
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The carbohydrate metabolism in amphibian embryo-genesis. J. Needham. 
The free carbohydrate of the developing chick. |. Needham. 
*The normal ovarian cycle in relation to cestrus production. F. W. R. 
Brambell and A. 8S. Parkes. 
Vol xviii, No. 4, May 5, 1928. 
*The nature of the ancestrous condition resulting from vitamin B deficiency. 
A. S. Parkes. 


On the pro-estrum and pseudo pregnancy. 

Heape’s original classification of the stages of the cestrus cycle into 
(1) ancestrum, or period of rest; (2) pro-cestrum, or period of ‘‘coming on 
heat”’ ; (3) cestrus, or period of desire ; and (4) metcestrum, which occurs only 
in the absence of pregnancy applies more particularly to moncestrous 
animals. In the polyaestrous animals the name dicestrum was given by 
Heape to the superficially apparent periods of rest within the sexual season. 
The menstrual cycle in the human subject was shown by Heape to be 
homologous with the dicestrous cycle in other mammals and menstruation 
was held to be equivalent to the pro-cestrum. 

Marshall now shows that more recent investigation has led to the 
necessity of revising the scheme of the cestrous cycle, and it has been 
shown that both the longer and shorter cycles of changes are affected 
normally by phases of ovarian activity, and more particularly by ovulation, 
and the formation and persistence of the corpus luteum. 


The influence of the internal secretions of the ovary on the calcium blood-level and 
in calcium metabolism. 

Mirvish and Bosman administered an ovarian extract to animals and 
caused a fall in blood calcium to 30 to 35 per cent. of the normal value. No 
further reduction occurred on increasing or repeating the dose. The 
maximum effect was produced in about twenty-four hours, with a return 
to normal in forty-eight hours. The action is the same in both sexes. The 
active principle is present in liquor folliculi, ovarian residue, corpus luteum 
and placenta. The extract is inactive when emulsified in distilled water, 
but is active when dissolved in olive oil or weak sodium bicarbonate 
solution. Oral administration necessitates much larger dosage than sub- 
cutaneous or intraperitoneal injection. 

Removal of the ovaries in rabbits produces wide fluctuations in the 
blood calcium level. It is suggested that the mode of action of the ovarian 
hormone is by influencing other endocrine glands. 


The influence of ovarian extracts on the calcium blood-level in man. 

In seven out of eight cases to whom ovarian extracts were adininistered, 
a fall in the calcium blood-level was observed. In man the action is very 
similar to that in the rabbit (vide supra) only comparatively very much 
smaller doses are required. 

In puerperal cases no effect was produced either on the flow of the milk 
or on the amount of the lochia. 


The normal ovarian cycle in relation to estrus production. 
Brambell and Parkes have shown that, in the mouse, double o6phorectomy 
thirty-six to forty-eight hours before an cestrous period does not inhibit 
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the appearance of estrus, although no signs of it occur subsequently 
unless ovarian regeneration takes place. From this they conclude that 
the cestrus-producing stimulus becomes operative nearly two days before 
the appearance of cestrus—i.c. almost in the middle of the dicestrous period. 

They have also shown that the group of follicles which will ovulate at 
an cestrous period undergo nearly their whole maturation growth after the 
time when the cestrus stimulus becomes operative. This they consider 
as additional evidence that follicular maturation is not responsible for 
cestrus production, and suggests that follicular maturation itself results 
from the operation of the cestrus-producing stimulus. 


The nature of the anestrous condition resulting from vitamin B deficiency. 

Parkes shows that a deficiency of vitamin B represented by one per cent. 
or less of yeast extract added to a basal diet, brought about an abrupt 
cessation of the cestrous cycle in rats in about four weeks. The ancestrus 
so produced applies both to ovarian and extra-ovarian phenomena of 
cestrus, and is terminated at any time, up to two months later by death 
of the animal. Injection of cestrin (10 m.u. during the ancestrous state) 
results in the induction of cestrus symptonis in the accessory organs 
without causing the ovary, now much atrophied, to ovulate. 

-arkes concludes that this ancestrus results not from inability of the 
animal to respond to the cestrus-producing stimulus but from failure to 
produce oestrin. 


The Medical Journal of Australia. 


October 1st, 1927. 
*Puerperal and post-abortion sepsis. J. C. Windeyer. 
October 1st, 1927. (Supplement.) 
The indications for the management of the trial labour. J. C. Witdeyer. 
The question of puberty. A. B. Lindsay. 
October Sth, 1927. 
*Menstrual bleeding and the functions of the corpus luteum. J. B. Dawson. 
*The causes and treatment of excessive uterine haemorrhage at or about 
the menopause. R. Magarey. 
October 8th, 1927. (Supplement.) 
*Uterine inertia : Its theory, symtomatology and causation. M. C. de Paris. 
October 15th, 1927. 
Pituitrin in obstetrics. (Current cominent.) 
October 22nd, 1927. 
Hepatic hypertrophy in the new-born. R. F. Matters. 
November 5th, 1927. 
Some contra-indications for hysterectomy. J. L. T. Isbister. 
Pregnancy with herpes gestationis. J. LL. T. Isbister. 
Ceesarean section. A. N. McArthur (Correspondence). 
November 12th, 1927. 
*Rubin’s insufflation test. M. G. Sutton. 
*Large ovarian cyst in a girl aged fifteen years. R. 1, Furber. 
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*Large ovarian cyst in a girl fifteen years of age. C. E. Corlette. 
November 19th, 1927. 
Retroperitoneal hydatid cyst with erosion of the left common. iliac. 
C: ‘Craig: 
*Meleena neonatorum. R. F. Matters. 
*Two cases of torsion of the Fallopian tube. C. E. Corlette. 
November 26th, 1927 (Supplement). 
*Pelvic lymphangitis, or the réle of the lymphatics in pelvic inflammation 
H. R. Schlink. 
December 3rd, 1927. 
The surgical anatomy of the pelvic fascia. W. G. Cuscaden. 
Spondylolisthesis. S. H. Scougall. 
December roth, 1927. 
Tow back pain. C. Bowker. 
December roth, 1927. (Supplement). 
*Puerperal sepsis. D. Gordon. 
December 24th, 1927. 
*Heemorrhage of the new-born. W. L. Crowther. 
Acute appendicitis complicating preguancy. (Current comment). 


Puerperal and post-abortion sepsis. 

In this Joseph Barcroft Memorial Lecture, Windeyer presents an analysis 
of 645 cases of puerperal and post-abortion sepsis admitted into the septic 
block at the Royal Hospital for Women, Sydney. The operation he uses for 
emptying the uterus during an abortion is digital removal and curettage 
either singly or combined, first injecting pituitrin and ernutin. He recom- 
mends the use of smooth rubber gloves in all vaginal and intra-uterine 
work, and he considers that packing of the uterus is dangerous. 

The obstetrician, he says, is, or should be, more favourably situated 
in regard to the prevention of infection during labour if he adopts the 
inethods of modern obstetrics which are: (1) antenatal supervision; (2) 
hospital treatment of the abnormal cases; and (3) a simple, efficient tech- 
nique during labour. 


Menstrual bleeding and the functions of the corpus luteum. 

Dawson relates the menstrual history of two young women following 
the removal of corpora lutea from their ovaries, and discusses the part played 
in the menstrual cycle by the three active structures in the ovary, viz., the 
interstitial cells, the Graafian follicle and the corpus luteum in the light 
of recent research. The classification of pathological menstrual bleeding 
he adopts is: epimenorrhcea, menorrhagia and metrorrhagia, concluding 
with Whitehouse’s remark that ‘‘a woman may possibly blush with her 
uterus as well as her skin.” 


The causes and treatment of excessive uterine hemorrhage at or about the menopause. 

Dealing with the treatment of excessive uterine haemorrhage at or about 
the menopause with radium Magarey considers that radium may be regarded 
as a specific for this condition, certainly in cases which are due to sub- 
involution. In a series of approximately eighty cases it has been necessary 
to perform subsequent hysterectomy in only two. Both the patients were 
suffering from chronic metritis rather than subinyolution. They had both 
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had previous operations on their adnexze. The same claim may be justi- 
fiably made for radium in those cases of fibroids which cause haemorrhage 
aud in which the uterus is enlarged to about the size of a three months’ 
pregnancy. A fairly heavy dose of radium, approximately 600 milligramme 
hours, invariably stops the hemorrhage completely. This treatment is 
particularly useful for women who would stand operation badly, for the 
radium can in women of this age be inserted into the uterus without 
anesthesia. If the patient is examined twelve months later, the fibroids 
are usually found considerably shrunken. 


Uterine inertia:its theory, symptomatology and causation. 

De Paris considers that her conception of uterine inertia throws iight 
on some hitherto incomprehensible facts; painless labours step into their 
natural place in the gradation of actual labour, ‘“‘false pains” and after- 
pains are accounted for; the diversity in character of labour is 
accounted for by the natural variation in the symptomatology of 
uterine inertia which like any other clinical entity must express itself 
- in varying degrees and forms; the rationale of the ‘‘test of labour’’ is 
plain to see; the delay in labour in normal pelves is explained in terms 
of uterine function; similar errors in function are responsible for perineal 
and vaginal laceration; the correlation between unhealthy pregnancy, 
painful or morbid labour, febrile puerperiums and weakly babies is made 
obvious, demonstrating that child-bearing is one clinical entity occurring 
in successive stages. The clinical classification lays a foundation for the 
diagnosis of specific causes. Labour pain is recognized as a delicate 
indicator of the systematic health of the whole nation, men as well as 
women. The analogy between cardiac and uterine action opens up wide 
and fruitful fields to be tilled by the physician and the physiologist. The 
whole attitude of the doctor towards labour is changed; he will cease to 
be satisfied with anything less than comparative ease of labour, excellence 
of recovery and vigorous infancy. 


Rubin’s insufflation test. 

Sutton gives an excellent account of this test, accompanied by illustra- 
tions, and with regard to prognosis remarks that if obstruction at the 
fimbriated end of the Fallopian tube is diagnosed following appendicitis 
or puerperal or post-abnormal sepsis, the prognosis is good, but in the 
gonorrheeal group and when there is obstruction at the isthmus or interstitial 


portion of the Fallopian tubes, the chances of successful plastic surgery 
are less hopeful. 


Large ovarian cyst in a girl aged fifteen years. 

In Furber’s case the tumour weighed 11.75 kilograms (twenty-one and 
a quarter pounds), measured 33 by 30 by 22.5 centimetres (thirteen and 
a quarter by twelve by nine inches) and proved to be non-mmalignant. 


In Corlette’s case the tumour is merely described as ‘fan enormous 
ovarian cyst.” 


Both tumours were removed, and in each case recovery was uneventful. 


Melena neonatorum. 
About four days after birth a male child developed marked melena, the 
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amount of blood lost being considerable. Teun cubic centimetres of maternal 
blood were injected into the glutei followed later by another ten cubic centi- 
metres. ‘‘Heemostatic serum’’ was also given later under the scapulze ; this. 
appeared to stop the haemorrhage completely and the baby was kept in an 
improvised incubator. By the end of twelve hours the meleena had almost 
ceased. 


Two cases of torsion of the Fallopian tube. 

Corlette has operated on two cases of acute torsion of the Fallopian tube, 
with symptoms o/ ‘‘acute abdomen.’’ One case is described as an acute 
volvulus, occurred in an unmarried girl aged 20, and the other case is 
described as one of simple torsion and occurred in an obese woman aged 
49 and weighing sixteen stone. Recovery followed removal of the twisted 
Fallopian tube in both cases. 


Pelvic lymphangitis, or the role of the lymphatics in pelvic inflammation. 

Schlink shows that pathological facts are strong evidence that the mode 
of invasion of certain chronic pelvic infections is not via the uterine cavity 
as is usually supposed, but by an ascending lymphangitis which takes 
origin in a chronic endocervicitis resulting in infiltration and invasion of 
the whole uterine lymphatic system. According to the extent and direction 
of its spread this causes utero-sacral cellulitis, infiltration of the broad 
ligament lymphatics often with abscess formation, -perimetritis and occasion- 
ally metritis with miliary abscesses of the myometrium, peri-salpingitis, 
ovarian cysts and abscesses, ovarian sclerosis, fibrosis uteri and many 
hitherto unexplained pathological lesions. 

He believes that both paths of invasion occur: (1) via the uterine cavity 
in acute fulminating cases which result in general peritonitis or acute 
retort shaped pyo-salpingitis; (2) by the lymphatic circulation especially 
in chronic and sub-acute infections, whether gonococcal, streptococcal or 
dependent on Bacillus coli communis; and that the pathological process’ 


varies according to the type and virulence of the infection and the resistance 
of the tissues. 


Pueperal sepsis. 

Gordon deals with the problem of sepsis from the standpoint of the 
general practitioner. She believes that in Australia and New Zealand it 
is mainly the isolated cases of septicaemia or localized infection with less 
fever that keep up the mortality and morbidity rates, though she does not 
deny the occasional occurrence of epidemic outbreaks. She shows that 
current views on the «etiology of sepsis have recently undergone radical 
changes. The changing outlook was apparent at the British Obstetrical’ 
Congress which met in London in 1925 and much has been written on the 
matter since. Until three or four years ago it was common belief that one 
law of infection governed both the epidemic and the sporadic type of case. 
This calm acceptance of Semelweiss’s explanation as the final word, the 
grasping at half truth, in mistake for whole truth, has been nothing less 
than a scientific and national disaster. Many valuable lives have been 
lost or impaired, while we have been feverishly working along false clues. 
As time passed and still the fever rate remained approximately stationary 
all concerned became more panicked in their actions. Health boards stepped 
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in to suggest to the already distracted practitioners ways and means of 
preventing exogenous infection; when these ways and means failed, 
increasingly stringent rules were made, the net result being a spirit of 
dissension and distrust in a task that called for mutual co-operation and 
closest harmony. 

She submits that unassisted labour is a major operation the patient 
performs on herself, which operation involves a large breach of surface in 
the deep recesses of a potentially septic canal. How far the changes known 
to occur in the blood plasma, the protein particles aiid the parametrium 
of the pregnant woman are defensive preparations and how often these 
defensive forces break down under the artificial conditions of modern life 
are still matters of scientific uncertainty. 


Hemorrhage of the new born. 

Crowther records four cases of heemorrhage in the new-born, three of 
which were fatal. Notwithstanding these results Crowther considers that 
cases of uncomplicated idiopathic hemorrhage give a good prognosis and 
yield to whole blood therapy, the blood of the mother being of more value 
than that of the father, while normal horse serum and “Recent serum” 
are also of definite value. 

F. E. T. 


American Journal of Obstetrics and Gynecology. 


March, 1928. 

Presidential Address. J. Polak. 

*The fluctuation in blood sugar during eclampsia and its relation to the 
convulsions. P. Titus, P. Dodds and E. Willets. 

*The place of the vaginal Czesarean section in obstetrics. LL. Phaneuf. 

Immediate repair of birth canal injuries following delivery. I. Potter. 

The etiology and treatment of the bleeding uterus. H. Schmidtz. 

The early diagnosis of cancer. Whealy. 

Premature separation of the normally implanted placenta with special 
reference to the kidney in these cases. F Kellogg, J. Taylor, M. Eades 
and T. Weller. 

The prognosis in acute and chronic nephritis of pregnancy from the 
standpoint of classification. R. Mussey and N. Keith. 

The significance of retrodisplacements of the uterus and the principles 
involved in a satisfactory correction. D. Hadden. 

*Clostridium welchii septicaemia complicating prolonged labour due to 
obstructing myoma of uterus with report of case. P. Toombs and 
I. Michelson. ; 

Is the expectant plan of treating hydatidiform mole justified? P. Bland. 

A study of pregnancy and parturition in primiparee with bicornuate uteri. 
F. H. Falls. 

The prophylaxis of postoperative pyelitis. W. T. Dannreuther. 

The vomiting of pregnancy. E. Speidel. 

The treatment of vaginismus. F .Reder. 

Modern obstetrics in the home. J. R. Bloss, 
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April, 1928. 

What the gynecologist should know about urology. G. Hunner. 

*A report of five years activities of the Maternity Service, ‘Second (Cornell) 
Division, Bellevue Hospital. H. Bailey. 

*The clinical use of ovarian follicular hormone with special reference to 
functional sterility. J. Hirst. 

‘Gheervations on certain. featres of the pathology, symptomatology and 
treatment of retroversion. W. Cooke. 

Immediate repair of the cervix after labour. W. Danforth. 

*The. toxicity of blood serum proteins in eclampsia. A. Lash and 
W. Welker. 

*Corpus luteum hematoma. S. Wolfe. 

A case of fibroadenoma of the breast. C. Ingraham. 

Some disorders of the female sexual function of mental origin. W. Brown. 

Gestation in a monkey (Macacus Rhesus) and associated ee. 
C. Hartman. 

*An analysis of thirty-two cases of ectopic pregnancy and three penpals 
sctopic pregnancies, W. Allen. 

The combination of a short menstrual cycle and delayed coitus as a factor 
in sterility. R. Kurzrok. =f 

*Report of a case of ergot poisoning postpartum. H. Moskowitz. 

A new apparatus for resuscitation of asphyxiated newborn 
J. Kreiselman, H. Kane and R. Swope. 

A pelvimeter for the direct measurement of the true obstetric conjugate. 
j. Smith. 

Report of a case of bicornuate uterus. E. Steinharter. isc 

*A case of liver presentation in seven and a half months gestation. 
Gurdjian. 

Collective Review—The Obstetric Literature of 1927. J. P. Greenhill. 

Selected Abstracts.—Physiology of Pregnancy. 


The fluctuation in blood-sugar during eclampsia and its relation to the convulsions. 

This article by Titus and his co-workers is one of the most important 
additions to the elucidation of eclampsia which has appeared in recent 
years. The authors uphold the thesis that eclampsia results from the 
depletion of the liver glycogen by the growth of the placenta and foetus 
and to some extent by the diminished carbohydrate intake. The attempts 
of the liver cells to supply glycogen beyond their means result in their 
exhaustion and death (focal necrosis). The result is a lowering of the 
ability of the liver to store glycogen which varies only in degree from 
that in experimental extirpation of the liver in animals. An overdose 
of insulin produces similar depletion of the liver glycogen, a fall in the 
blood sugar and convulsions. It is contended that eclamptic convulsions 
are the result of a glycogen depletion exactly analagous to “‘ extirpation ’ 
of the liver by an overdose of insulin whereby carbo-hydrate metabolism 
is affected and hypoglyczemia results. The authors have shown that, 
contrary to the usual opinion expressed, the blood sugar in eclampsia 
is diminished though it rises temporally after each convulsion owing 
to the muscular action. As in insulin hypoglycemia, it is the rapidity 
of the fall in blood sugar rather than the extent of the fall which induces 
convulsions, Insulin convulsions can be cured by the intravenous in- 
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‘jection of glucose and eclamptic convulsions can be controlled in the 
same way. In this connection it is pointed out that whereas glucose 
injections stimulate the production of insulin, the continuous inflow of 
‘such a solution results in a paradoxical hypoglycaemia by over stimu- 
lation of the pancreas. Hypoglyceemia of this type has no antidote. The 
cotitinuous injection of glucose solutions which certain writers have 
advocated is therefore dangerous. ‘Titus recommends the injection of 
300 ce. of a strong (25 per cent.) solution of glucose every four or five 
hours. “He lays great and repeated emphasis not only upon the inter- 
inittant injections but upon the strength. Because of the physiological 
response of the pancreas to glucose injections it is unnecessary and 
dangerous to give hypodermic injections of insulin. The condition under 
treatment is one of hypoglyceemia with a normal pancreas, as opposed 
to one of hyperglycaemia with a diseased pancreas, ‘asin diabetes. The 
authors regard all ‘‘toxemias” of pregnancy in the light of abnormal 
carbohydrate metabolism but they do not clearly explain the constant 
‘albuminuria of the pre-eclamptic and its only occasional occurrence in 
hyperemesis. The essentials of the treatment which they advocate are :— 
(1) complete muscular rest induced by isolation and morphine, and chloral 
and magnesium sulphate by hypodermic injection; and (2) the intra- 
venous injection of 300 cc. of 25 per cent. glucose solution. 


The place of the vaginal Cesarean section in obstetrics. 
Phaneuf advocates the so-called vaginal Ceesarean section to terminate 
pregnancy up to the end of the eighth month and describes. his technique. 


Clostridium welchii septicemia complicating prolonged labour due to obstructing 
myoma of uterus with report of case. 

_. Toombs and Michelson have collected and classified forty-one cases 
of gas infection including one here reported. The summary shows that 
most cases follow abortion. The most marked symptoms are pain in 
the abdomen, rise of temperature, rapid pulse, jaundice, hematuria and 
secondary anaemia, with the expulsion of gas from the vagina, physo- 
metra or surgical emphysema. Hysterectomy, antitoxin and blood 
transfusion seem to be the most logical methods of treatment. 

Recoveries took place in 13.16 per cent. of the cases and in the 
majority of these hysterectomy was performed. The need of immediate 
operation if the patient is to be saved is emphasized by the fact that ove1 
1o per cent. died within twenty-four hours and one third died in unde 
forty-eight hours. 


A report of five years activities of the Maternity Service, Second (Cornell) Division, 

Bellevue Hospital. 

The predominant motive in presenting this report is to show that an 
obstetric service in a general hospital may be conducted with as little loss 
of life from childbirth as in special maternity hospitals. Bailey thinks 
that sepsis is more liable to occur in a general hospital and to protect 
patients against it all incomplete abortions and all patients of over 24 
hours post-partum are refused admission to the obstetric wards. As far 
as possible all normal labours are conducted without vaginal examinations 
and as few as possible are made for abnormal cases. The report covers 4396 
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in-patient and 1124 out-patient deliveries—a total of 5520 deliveries, and 
only half of these have had antenatal supervision. The cases are not 
however classified upon a basis of ante-natal examination. There were 
48 deaths of which 15 were due to medical causes. Over half resulted 
from ante-partum pneumonia and tubercular disease. There were eight 
deaths from sepsis. The author believes that serum is of great value 
though he could not get positive blood cultures in cases which he believed 
to be streptococcal septicaemia. He finds sterile milk injections of value 
in staphylococcal and colon bacillus infections. There were eight deaths 
from eclampsia. Prior to the introduction of a modified Stroganoff treat- 
ment there were six deaths in 15 cases (40 per cent.) afterwards the 
mortality in 28 cases was only two (7.1 per cent.). The morbidity rate 
following vaginal examinations was one per cent. higher than in the 
group of cases in which no examination had been made. This paradox 
is explained by the fact that during the iast year or two two per cent. 
mercurochrome was injected into the vagina before all vaginal examin- 
ations. The tables do not show the proportion of morbid cases prior to 
the mercurochrome regime, but the total number is reduced by half 
during the past two years. If we assume that the number of deliveries 
was about the same each year this would indicate that mercurochrome 
has a definite prophylactic value. In connection with the endogenous 
theory of infection we may also note that the septic rate in the unex- 
amined cases has remained stationary during the whole five years. 

The placenta przevia mortality was 0.9 per cent. The general treat- 
ment was upon accepted lines. The mortality in accidental hemorrhage 
was 5.9 per cent. All four deaths occurred in the cases grouped as 
‘“ severe’? having lost 2,000 cc. or more blood. There were 430 forceps 
deliveries and 71 were ‘‘high”’ forceps. In this group four mothers and 
23 children were lost. It is surprising that this operation should have 
been used so often as the authors comment upon the apparent safety 
with which the low cervical Czesarean section can be done even late in 
labour. There were 93 Casarean sections—inostly low and only one 
maternal death. In this case the indication was placenta praevia. There 
were 13 craniotomies of which four were upon living children who had 
been badly damaged before admission. 


The clinical use of ovarian follicular hormone with special reference to functional 
sterility. 

Hirst investigated 17 patients treated with fresh injections of lipoid 
extract of liquor folliculli from hogs as an aqueous colloid sollution and 
with a similar preparation from the placenta. The dosage varied from 
25 to 250 rat-units in ten days given in from three to ten injections. Five 
patients with menstrual disorders were treated and in two of these there 
was no reaction. Five sterile women became pregnant, of whom four 
had been married for four years or more. The fifth patient whose husband 
was ‘‘apparently incompetent”? became pregnant after one year of 
married life. There is no comment upon this phenomenon. The injections 
are said to increase the sexual appetite considerably. 


The toxicity of blood serum proteins in eclampsia. 
Tash and Welker find that the blood serum proteins of normal and 
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eclamptic women’s blood showed no experimental evidence of toxicity 
in mice although injected intrapcritonally in large doses. 


Corpus luteum hematoma. 


Wolfe does not appear to have access to a certain well-known journal 
of obstetrics and gynzecology which is published in England, or he would 
have hardly written upon this subject without reference to Wilfred Shaw’s 
paper which was published in 1927. With this handicap he has studied 
upwards of thirty specimens of lutein haematoma. He finds’ that there 
is no hemorrhage into the Graafian follicle at rupture. But he also 
considers that some hemorrhage is normal between the theca and the 
lutein layers in the early. (grey) stage of the corpus luteum. In the 
late or degenerating stage further hemorrhages normally take place 
which penetrate into the centre of the corpus. This second effusion of 
blood is regarded as a sort of vicarious menstruation and is said to be 
repeated with every subsequent menstrual period until the corpus luteum 
is transformed into an avascular corpus albicans. With this conception 
of the physiological process the clinical entity of lutein haematoma is 
to be regarded as an exaggeration of the normal. This exaggeration is 
the result of hypereemia of the ovaries resulting from salpingitis, fibroids 
or displacement. The functional activity of the lutein layer depends 
upon the tension of the hemorrhage during the active (gray) stage ot 
the corpus luteum. Most of the hamatomata cecur in the degenerating 
stage. 


An analysis of thirty-two cases of ectopic pregnancy and three suspected ectopic 
pregnancies. 
Allen draws the following conclusions from this small series of cases :— 
(1) The difficulty in diagnosis in ectopic pregnancy can be met by 
curetting and by opening the posterior fornix. 
(2) Early diagnosis is desirable and if possible treatment should be 
carried out through the vagina. This was done in nine of the cases. 
(3) Relative sterility has a definite relation to ectopic pregnancy. 
(4) Irregular bleeding is the most constant symptom. Pain is the 
next most frequent. A decidual cast was found in only two cases, and 
shoulder pain was present in three cases. 


Report of a case of ergot poisoning postpartum. 

Moskowitz reports a case of poisoning by therapeutic doses of the liquid 
extract of ergot. He quotes three other cases. Moskowitz’ patient was 
a 2-para, aged 35, who, after a long labour, was delivered of a dead child. 
The following day the temperature rose and a dram of liquid extract 
of ergot was given three times a day. The ergot was continued as 
the temperature kept up and on the sixth day the patient fainted and 
pulsation in the radial, popliteal and dorsalis pedis arteries disappeared. 
The brachial and femoral arteries were not involved. The extremities 
were cold and cyanotic. Adrenalin, caffeine and sodium benzoate were 
given hypodermically. The next day she showed symptoms of disturbed 
mentality ; she refused food, vomited, complained of pain in the feet and 
only passed two and a half ounces of urine. There was hyperalgesia 
to the ankles and below this analgesia. The ergot was discontinued. 
Two days after the onset there was evider.ce of gangrene in the right 
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foot. The following day (i.e. 40 hours after the drug was stopped) there 
was a return of pulsation in the radials and the following day it returnea 
in the popliteals. Sensation gradually returned but a patch of gangrene 
developed on the plantar aspect of the right foot. She recovered. The 
author thinks that she must have had an idiosyncrasy for the drug as 
he does not consider the amount to be large in spite of the fact that she 
took a dram three times a day for seven days. 


A case of liver presentation in seven and a half months gestation. 

The author is probably correct in stating that extroversion of the 
abdominal viscera with presentation of the liver is not usually important 
in the differential diagnosis of placenta praevia. He reports a case. 


W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. xlvi, No. 4, April 1928. 
*Extra-uterine pregnancy : lithopaedion. J. C. Masson and H. E. Simon. 
*Menstrual fistulze of post-operative and endometrial origin. M. Ballin. 
Influence of pregnancy on the function of the gall bladder. R. D. Mussey. 
(Editorial). 
A review of new books on gynecology and obstetrics. G. Gellhorn. 
Vol. xlvi, No. 5, May 1928. 

The anatomical basis for the study of splanchnoptosis. A. C. Victor. 

*The treatment of occiput posterior position after engagement of the head. 
J. B. DeLee. 

Vol. xlvi, No. 6, June, 1928. 

*Uterosalpingography : further studies on the action of the “tubal sphinc- 
ter,’? a new syringe for trans-uterine injections, and a report on the 
therapeutic use of iodized oils within the uterus and Fallopian tubes. 
J. Jarcho. 

Defensive factors in carcinoma of the breast. P. G. Flothow. 
Intra-abdominal incision of the vaginal vault for drainage. G. Ballen. 

After treatment of pelvic and abdominal surgical cases. R. Worrall. 

*Enlargement of the parturient canal by bone graft. F. H. Albee. 

*A practical consideration of the damaged pelvic floor. with a technique for 
its secondary reconstruction. B. H. Goff. 

A method of assisting in the treatinent of disproportion and a modified 
method for estimating the relation of the foetal head to the pelvis. B. 
Solomons. 


Extra-uterine pregnancy: lithopedion. 

Lithopzedion literally means a stone child, but the name is applied to 
any foetus in which the soft tissues or the foetal membranes have become 
infiltrated with calcium salts. One hundred and seventy-four cases have 
been noted in the literature and nine additional cases reported from the 
Mayo Clinic. 

Lithopredions may be divided into three groups, depending on the 
structures involved in the process of calcification : (1) lithokelphos, mem- 
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branes alone calcified ; (2) lithokelyphopzedion, both membranes and foetus 
calcified; and (3) lithotecnon (true lithopeedion of Kuechenmeister), the 
foetus alone is calcified and the membranes are absent or closely wrapped 
about the foetus. 

The symptoms of lithopaedion are always typical but the diagnosis is 
usually not made prior to operation or necropsy because the condition is 
not borne in mind and the significant events in the history are not properly 
correlated until after the diagnosis has been established at operation. In 
the presence of a pelvic tumour which is unusually hard, especially when 
attended by symptoms, the possibility of a lithopaedion should be con- 
sidered. R6ntgenograms constitute a valuable aid to the diagnosis. The 
treatment is usually surgical. The mortality rate is low and the prognosis 
is good following removal. 


Mensirual fistula of post-operative and endometrial origin. 

Ballen defines menstrual fistulae as fistulae in the abdominal wall 
characterized by a periodic discharge of menstrual blood. They rarely 
originate from spontaneous rupture of a pus tube cr an extra-uterine preg- 
nancy through the abdominal wall; usually they follow operations, 
Ceesarean sections, ventral fixations, and salpingo-ovariotomies and then 
either connect directly with the lumen of a Fallopian tube or the uterine 
cavity, or connect with menstruating endometrial enclosures in the laparo- 
tomy scar. Frequent complications with extensive intestinal adhesions and 
feecal fistulae occur and render the operation somewhat difficult. 

The name ‘‘menstrual fistula’? and perhaps also “menstrual tumour’ 
for post-operative and endometrial enclosures is proposed to emphasize theit 
outstanding symptoms just as faecal and urinary fistulee describe an entity 
Menstrual fistulee and the endometrial tumours are painful and discharge 
more or less blood at the time of menstruation. 


The treatment of occiput posterior position after engagement of the head. 

The gist of this article is expressed in the following sentence which it 
contains : “Should manual rotation fail, which very seldom happens if one 
goes about it lege artis, resource must be had to the forceps.” 


Uterosalpingography : further studies on the action of the ‘‘iubal sphincter’, a new 
syringe for trans-uterine injections, and a report on the therapeutic use of 
iodized oils within the uterus and Fallopian tubes. 

Jarcho gives the following summary of this beautifully illustrated 
article, in which the recent literature is discussed and details of 15 cases are 
given :—- 

1. The consensus of opinion of the great majority of investigators who 
have employed iodized oils for réntgenological visualization of the female 
genital organs is that the procedure is entirely safe and harmless and a 
most valuable addition to our equipment for making gynecological diag- 
noses. In my experience, it not only supplements but frequently supplants 
insufflation of gases. 

2. Uterosalpingography gives us a vivid picture of the conditions 
existing within the female genital tract. 

3. The most valuable use of uterosalpingography is for the recognition 
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oi occlusion of the Fallopian tubes and the localization of the site of the 
obstruction. 

4. In many gynecological disturbances, wmiisiamaeeinie gives us 
exact information that can be obtained by no other means. 

5. There is a definite sphincteric action at the uterine cornu, sometimes 
called the tubal sphincter. 

6. My experience leads me to believe that the transuterine injection of 
iodized oil may have definite therapeutic — in sub-acute and 
chronic conditions of the Fallopian tubes. 

7. Acase is described in which uterosalpingography revealed dilatation 
and occlusion of both Fallopian tubes but in which a second uterosalpingo- 
graphy 1o months later gave an entirely normal picture. There is reason 
to believe that, in this case, the slow liberation of iodine within the 
Fallopian tubes had a pronounced therapeutic effect. 

8. A new syringe equipped with a manometer and specifically adapted 
to the transuterine injection of iodized oil is described. 


Enlargement of the parturient canal by bone graft. 

Two cases are reported in which the author has enlarged the pelvic 
diameters by placing an inlay graft between the symphysis pubis, after 
forcing them apart 1% inches 

A horizontal incision was made over the symphysis pubis, the pubic 
ligaments sectioned, and the innominate bones separated at the symphysis 
A graft was then taken from the tibia, by the same technique used in other 
bone-grafting operations, and inserted in the hiatus between the innominate 
bones of the pelvis. The graft was then sutured in situ with kangaroo 
tendons, and the wound closed in the usual way. In both cases the desired 
result was obtained : the ability to bear children by normal delivery. 


A practical consideration of the damaged pelvic floor, with a technique for its 
secondary reconstruction. 

The operation described by Goff in this beautifully illustrated article 
consists of the following steps: (1) incision of the rectovaginal septum ; 
(2) removal of the rectum from the herniated portion of the rectovaginal 
septum; (3) excision of the herniated portion of the rectovaginal septum ; 
(4) closure of the hernial opening in the rectovaginal septum; (5) denuda- 
tion of the peritoneum; (6) replacement of the levator ani and reconstruction 
of the perineum. 


F. E. T. 


The Journal of the American Medical Association, 


Vol. go, No. 15, April 14, 1928. 
*Fetal mortality after the induction of labour by castor oil and quinine : 
report of a case. T. Tortland. 
The passing of the pessary. (Iditorial). 
Vol. go, No. 16, April 21, 1928. 
*A new radium applicator for carcinoma of the cervix. H. Swauherg. 
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Vol. go, No. 18, May 5, 1928. 
*Spontaneous rupture of the intestine in the new-born. T. H. Russell. 
Vitamin B and lactation. (Current comment). 
Vol. go, No. 20, May 19, 1928. 
*Prenatal rupture of the intestine with subsequent dystocia. J. H. Skiles. 
Vol. 90, No. 21, May 26, 1928. 
Cerebrospinal fluid pressure in the new-born. D. Munro. 
A fetal manikin. H. S. Fist. 
Vol. go, No. 22, June 2, 1928. 
*Lactosuria in nursing women. A. Castellani. 
*Brucella abortus infection in man. R. L. Sensenich and A. S. Giordano. 
Vol. 90, No. 23, June 9, 1928. 
*Endometrial tumours in abdominal scars. M. Douglass. 
Vol. go, No. 24, June 16, 1928. 
Application of plaster-of-Paris casts in the treatment of congenital clubfoot. 
P. Lewin. 
Vol. 90, No. 25, June 30, 1928. 
The prevalence of undulant or Malta fever. (Editorial). 


Fetal mortality after the induction of labour by castor oil and quinine: report of 

a case. 

As labour was expected in a primigravida aged 30 on the last day of 
March but had not set in on April 4 she was given two ounces of castor oil, 
followed by an enema, and two hours later 10 grains of quinine sulphate. 
Shortly after taking the quinine large swellings had developed on the 
face and extremities. When seen two hours later she complained of severe 
headache, ringing in the ears, deafness and slight dyspnoea. The eyes 
were almost closed. The skin was purplish red, with areas of dark bluish 
spots all over. There had been a sudden rise of temperature to 104°, which 
quickly subsided. Eleven hours after the onset of labour and sixteen hours 
after the administration of the quinine, she was delivered of an 84 pound 
well-developed still-born male child. Further progress was uneventful. 
Except for intense itching and desquamating dermatitis lasting a fortnight 
there were no complications. 

Tortland mentions that in June 1927 Gellhorn reported a case of his own 
and cited two others in which quinine given to induce labour had apparently 
caused foetal intra-uterine death and concludes that the use of quinine 
in inducing labour is not entirely without danger, and that the pregnant 
woman for whom the drug is intended should always first be questioned as 
to probable idiosyncrasy and when this is suspected or proved, the quinine 
should be omitted from the procedure. 


A new radium applicator for carcinoma of the cervix. ; 

Swauberg points out that the French method of administering radium 
in carcinoma of the cervix is being adapted by an increasing number of 
American radium therapeutists, and describes his modification of the Clark 
cervical applicator. 

An ideal manner of using the applicator in treating cervical cancer is its 
use in conjunction with the colpostat devised by Kaplan. In this manner, 
six radioactive centres are supplied, all heavily filtered, and the technique, 
so successfully carried out by Regaud, can readily be adininistered. 
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The advantages claimed for this applicator are that : 


1. It provides a single instrument for irradiating the entire uterine 
canal as well as the vaginal portion of the cervix. 

2. It is flexible, so that uterine canals of various lengths may be 
irradiated. (The Regaud technique necessitates irradiating the entire 
uterine canal). 

3. It offers heavy filtration, which is twice as great in the vagina as in 
the uterine canal, thus protecting the sensitive vaginal mucosa (another 
requisite of the Regaud technique). 


Spontaneous rupture of the intestine in the new born. 
Russell reports one case and draws the following conclusions :— 


1. A careful search of the literature reveals twenty-two cases of rupture 
of the intestine in the new-born, which, with the case reported here, makes 
twenty-three now on record. 

2. In five cases the rupture occurred during intra-uterine life ; in fourteen 
during birth, and in four during or soon after birth as a complication of 
imperforate anus or rectum. 

3. This condition should be recognized as a clinical entity. 

4. The symptoms are characteristic enough to allow of a diagnosis. 

5. An early operation should offer a fair prognosis. 


Prenatal rupture of the intestine with subsequent dystocia. : 

Skiles reports a case of dystocia due to an enormously distended 
abdomen in the child. Paracentesis of the abdomen was performed and 
a large amount of meconium-stained fiuid was removed. The child was 
then easily extracted, but only lived about twenty minutes. At autopsy 
the abdomen revealed a meconium-stained glairy and flocculent fluid, which 
on bacteriological examination was found to be free from organisms. The 
sinall intestine showed a volvulus with a markedly distended dark red 
bowel proxiinal to the twisted loop, and a pale collapsed bowel distal to it. 
In the twisted loop was found evidence of a perforation which microscopic 
examination showed to be healed. The surface of the liver was covered 
over by a shaggy, fibrous meconium-stained exudate resembling the exudate 
in purulent pericarditis. 


Lactosuria in nursing women. 

Castellani employed the Castellani-Taylor mycological method for the 
study of the urine of twelve nursing women which reduced Fehling’s 
solution and found only lactose present. In most of the cases the reaction 
was slight and disappeared after a few days. 


Brucella abortus infection in man. 

In reporting seven cases of this infection in man Sensenich and Giordano 
state that the characteristic symptoms of Brucella abortus infection in man 
are anorexia, loss of weight and strength, headache, and chills, fever and 
sweats of varying intensity throughout long periods of time, frequently 
with intermissions. The fever has a tendency to exhibit undulations which 
may vary in character and in length. Evidence of the effect of the disease 
on the nervous system is constant and arthritis is a common symptom. 
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The consideration of Brucella abortus infection in the differential diag- 
nosis of all conditions exhibiting variable combinations of these symptoms 
will undoubtedly reveal more frequent occurrence of this disease. 

Isolation of the organism from the blood or a positive agglutination 
reaction inakes the diagnosis definite, although the disease may be present 
with negative manifestations. 


Endometrial tumours in abdominal scars. 

In reporting two cases Douglass remarks that endometriosis occurs in 
abdominal scars by direct transplantation of endometrial cells, which after 
a varying latent period form small tumours in this new habitat. 

The frequent occurrence of these lesions after uterine suspension or 
fixation of various types suggests the advisability of care in using traction 
sutures perforating the uterine wall as a method of elevating the uterus, 
and of protecting as thoroughly as possible the wound edges and peritoneal 
surfaces when the uterus is incised or punctured by instruments. Even 
salpingectomy with resection of a wedge of uterine muscle at the cornua 
may scatter viable endometrial cells which may become implants. 

Implantation endometriosis in Caesarean wound scars is remarkably rare 
and suggests lower viability and tendency toward growth in the endometrial 
cells during pregnancy than during the non-pregnant state. 

F. E. T. 


Archives of Diseases in Childhood. 


; Vol. iii, No. 14, April 1928. 
*The normal cerebro-spinal fluid in children. D. Stewart. 
*Analysis of the blood groups of children and infants. E. V. Crowe. 


The normal cerebro-spinal fluid in children, 

For comparison with the findings in disease, it is necessary to determine 
the characteristics of the cerebro-spinal fluid in healthy infants and children- 
In the present investigation, fifty cases were examined. Twenty-eight of 
the fifty cases were children under two years of age. 

Pressure studies proved the uselessness of manometric readings and also 
showed the extreme inaccuracy of estimating the fluid tension by observa- 
tions of the rate of the flow. The cell count was found to be normally 20 to 
30 cells per c.cm. in infants, and to decrease gradually as age increases, 
becoming identical with that of adults at the age of 10 to 12 years. The 
protein content was found to approximate in amount to the content in 
adults. The sugar content was also similar, but a wider variation in the 
figure for the chlorides was found in children than in adults, in whom the 
chloride content is constant. 


Analysis of the blood groups of children and infants. 
This author has investigated the blood groups of two hundred children, 
and finds that her results corroborate the earlier work of Keynes and Happ. 
It has been stated that an infant has no blood group and that a baby’s 
blood is compatible with that of its mother. Both Keynes and Happ have 
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disproved this view, Keynes grouped a series of newly-born infants and got 
many with well-marked agglutination. He proved experimentally that blood 
groups are inherited on the Mendelian plan. Happ found that the blood 
from the umbilical cord often belonged to a different group from that of 
the maternal blood. The reaction in the corpuscles is developed before 
that in the serum and the former reaction is often present at birth. The 
combined reactions are completely established within the first two years 
of life. Happ concluded that it is unsafe to transfuse an infant with its 
inother’s blood without first making the usual tests. 

Crowe finds that infants as well as children have definite blood groups. 
In infants Group I contains a smaller, and Group IV a larger proportion 
than in children, which suggests that these reactions may change during 
the early months. 


R. C. Lightwood. 


Archives of Pediatrics. 


Vol. xlv, No. 5, May 1928. 

Occlusion of the nasolachrymal duct in the new-born. J. Lyle. 
Vol. xlv, No. 6, June 1928. 

*Infants’ clothing. S. A. Cohen. 


Infant’s clothing. 

This contribution opens with a plea for the necessity of recognizing the 
importance of rational wearing apparel and some clothing. abuses are men- 
tioned. There is a detailed discussion of the principles involved in the 
hygiene of clothing and this is followed by a short practical account of 
correct baby clothes at different seasons. Finally, certain views regarding 
the pathological effects of the overclothing of infants are put forward. 
In the author’s view overclothing leads to engorgement of the mucous 
membranes of the nose and throat, and this paves the way for bacterial 
infection of these tissues. Referring to the skin he says : ‘‘ The detrimental 
effect to the skin as a result of overdressing is a common observation. The 
moisture of the sweat, the retained heat of the skin, and the constant friction, 
all afford an excellent opportunity for infection. Miliaria or prickly heat 
and other skin affections can be traced directly to overclothing.”’ 

R .C. Lightwood. 


Revue Francaise de Gynécologie et D’Obstétrique. 


March, 1928. 
*Spontaneous labour in rachitic pelves. R. Riss, Brahic, and J. Olmer. 
*Dysmenorrhcea and helminthiasis. G. Leo. 
*Infected chorion-epithelioma of the uterus : a clinical and anatomical study. 
A. Hamm and C. Oberling. 
April, 1928. 
*On chronic nephritis in pregnant women. A. Grosse and P. Moisnard. 
*The awakening of latent infections of the adnexa by intra-uterine treatment 
or trauma. P. Muller, : 
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*A new instrument for the injection of opaque liquids in hystero- 
salpingography. V. Tieri. 


Spontaneous labour in rachitic pelves. 

The authors consider that Caesarean section is liable to abuse in the 
lesser degrees of pelvic contraction. They would allow all women with a 
true conjugate diameter greater than nine cms. to have a trial labour. They 
judge each case on its merits taking into consideration the shape of the 
pelvis, the size of the child, the size of the head relative to that of the 
pelvic inlet and, in multiparee, the past obstetrical history. They give 
their results in 24 cases of moderate pelvic contraction. Eight were first 
labours. Five of these eight resulted in the natural birth of living children 
at term. In two cases dead children were delivered by forceps; in one of 
these the cord had prolapsed, in the other the membranes had ruptured 
two days previously. One living child was delivered by Caesarean section. 
Of 16 multiparee, eight had natural full time labours and gave birth to 
living children. One live child was delivered by forceps. One case was 
submitted to Caesarean section, three to Caesarean hysterectomy. The four 
children were delivered alive but one of the mothers upon whom Ceesarean 
hysterectomy had been performed succumbed two days later, death being 
due presumably to broncho-pneumonia. Premature labour was induced ia 
the three remaining cases with results satisfactory both to the mothers and 
to the children. 

Thus in this series of 24 unselected cases in which conservative measures 
were given full trial the foetal mortality among the eight primiparce was 
equivalent to 25 per cent., the maternal mortality was nil. In the 16 multi- 
parze the foetal mortality was nil, that among the mothers was about six 
per cent. 


Dysmenorrhea and helminthiasis. 

The author expresses surprise at the scarcity of medical literature on 
this subject in spite of the many lengthy articles on dysmenorrhcea. He 
reports 18 cases. The infecting parasite was oxyuris in ten, ascaris in 
three, lamblia intestinalis in two, trichomonas in two (but never alone), 
trichocephalus in two. The diagnosis is easy when the patient has noticed 
the parasite in her stools or when her doctor’s suspicions have been aroused 
and he has had the stools examined. The symptoms which should lead 
to suspicion Leo divides into four groups, only two or three of which are 
usually present in the same case. The first symptom group is that which 
has reference to the head and includes the facial appearance, irritation 
of the pharyngeal mucosa, intermittent alterations in the voice, sialorrhcea, 
nasal pruritus and headache. The second group has reference to the 
thorax and consists of a sense of constriction and a stifling sensation. The 
third is the abdominal group which comprises intermittent meteorism, 
enteritis and worm-colic. In the fourth group are the perineal symptoms 
of anal and vulval pruritus. Fifthly, colon bacilluria is a frequent accom- 
paniment of infection with oxyuris. The explanation of the manner in 
which helminthiasis causes dysmenorrhcea is, according to Leo, twofold. 
Enteritis, due to the presence of the parasites, is sufficient to account for 
the menstrual pain in those cases in which enteritis is present. Since, 
however, in some cases there is no evidence of enteritis another explanation 
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must be sought. This is furnished by the hypothesis that the toxins, 
liberated by the activity of the worms in the bowel, exercise an untoward 
influence on the utero-ovarian function. 


Infected chorion-epithelioma of the uterus: a clinical and anatomical study. 

A case is described in which six weeks after the delivery of a macerated 
foetus at term the uterus was curetted for persistent blood-stained discharge 
and slight fever. The curettings consisted of a small quantity of retained 
membranes and a few fragments of decayed tissue. For a time the symptoms 
improved but the fever and metrorrhagia returned while concomitantly 
physical sigs appeared at the base of the right lung. Abdominal hysterec- 
tomy was practised six weeks after curettage for chorion epithelioma. The 
patient died three months later from secondary deposits in the lungs. 

The authors discuss the difficulties of diagnosis in such cases as this. 
The fever is misleading but it is at the same time an urgent indication for 
operation, a method of treatment to be advised in all cases as soon as 
diagnosed. X-rays, they say, are useless as a method of treating the 
secondary deposits. They find an explanation for the growth of these 
tumours in alterations of the placental circulation due in all probability 
to ectodermal proliferation. They note that Schickelé was the first to 
call the attention of pathologists to the ectodermal proliferation which is 
found in some cases of habitual death of the foetus. The authors ask 
whether this ectodermal hyperplasia may not be the cause of alterations 
in the placental circulation giving rise to the death of the foetus and whether 
the proliferated epithelium does not then proceed to form the chorion 
epithelioma. Finally they ask if the proliferation of the ectoderm may 
not be the effect, rather than the cause, of some deep seated alteration 
from the normal equilibrium which exists between ovum and uterus. 


On chronic nephritis in pregnant women. 

This article is a valuable contribution to the problem of pregnancy 
complicated by chronic nephritis. The authors furnish in a short space a 
useful summary of the current opinion on this subject. The details of 
nine cases which came under their own care are added. In dealing with 
the «etiology of the nephritis, besides stressing scarlet fever and the other 
acute infectious diseases, they emphasize the importance of renal complica- 
tious during and caused by a first pregnancy. Chronic nephritis, the 
sequel both of nephritis of pregnancy and of pyelo-nephritis in a first 
pregnancy, is exemplified by cases from their series. In discussing the 
influence of pregnancy on chronic nephritis they show how the latter 
disease often becomes evident for the first time during pregnancy. In 
other cases in which the disease can be kept within bounds by careful 
dietetic and other therapeutic measures, au exacerbation follows the onset 
of pregnancy, further kidney damage ensuing. It is rare for chronic 
nephritis not to be aggravated by pregnancy. The disease predisposes 
the pregnant woman to the risks of uremia, hemiplegia, eclampsia, 
albuminuric retinitis, retroplacental haemorrhage and separation of the 
placenta. Pregnancy rarely goes to term, except in mild cases without 
nitrogen retention, chloride retention or raised arterial tension. 

The authors divide the cases of this disease into ‘‘mild’”? and ‘‘common”’ 
clinical types. The former is marked only by slight albuminuria which 
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either escapes notice or is attributed to pregnancy kidney. It is for this 
reason that such cases are rarely diagnosed. Cases of the latter (common) 
type present albuminuria in association with nitrogen retention, chloride 
retention and arterial hypertension or with any one or two of these three. 
Of the three, arterial hypertension is the most serious, nitrogen retention 
the least. 

Should the foetus die in utero the symptoms usually become ameliorated. 
They may, however, persist either until the dead embryo is expelled or 
they may remain permanently. Persistence for longer than ten days after 
delivery condemns the patient to permanent chronic Bright’s disease. This 
is particularly common in nephritis due to scarlet fever. The outlook is 
always very grave for the mother and almost hopeless for the child. Even 
when born at full time the children are small and puny and do not often 
long survive birth. 

The indications for terminating pregnancies are summarized. They 
are failure of medical treatment, a marked rise in blood pressure, nitrogen 
retention, chloride retention, eye signs including amaurosis and albuminuric 
retinitis, ureemia, eclampsia and paralyses. 


The awakening of latent infections of the adnexa by intra-uterine treatment or trauma. 

Although the danger of intra-uterine operations and medications in 
cases with a fairly recent history of tubal and tubo-ovarian inflammation 
is well recognized, Muller reminds us that latent infection of the adnexa 
is occasionally overlooked or apparently scorned. He describes five cases 
in which infection of this kind has been caused to flare up by various forms * 
of intra-uterine therapy. The first case was one of uterine curettage two 
months after an incomplete miscarriage; in the second, radium was intro- 
duced into the interior of a uterus for fibromyoma in the known presence of 
old standing tubo-ovarian disease, the alternative of laparotomy had been 
advised and refused by the patient. The third was a case of leucorrhcea 
treated by intra-uterine radio-active bodies; the fourth, acute bilateral 
salpingitis treated by intra-uterine medication. As in the second case, 
operation was advised but refused. The fifth, which proved fatal, was 
one of puerperal pyosalpinx following manual dilatation of the cervix and 
forceps delivery for occipito-posterior presentation. The case had been treated 
throughout in hospital with the strictest aseptic precautions; while there 
was a history of previous tubal inflammation. Muller refers to another 
case, not his own, in which a latent salpingitis flared up after a normal 
labour during which no vaginal examination had been made. He concludes 


by condemning all intra-uterine procedures in the presence of latent 
infection of the appendages. 


A new instrument for the injection of opaque liquids in hystero-salpingography. 
The difficulty in preventing leakage around the catheter through which 
intra-uterine injections of lipiodol are made is known to all who have 
attempted the procedure. This difficulty is especially marked in cases 
in which the cervix is wide, sclerotic, flabby or lacerated. Tieri has, there- 
fore, invented an instrument constructed in such a way that the injected 
fluid cannot escape through the internal os. Obstruction being offered 
here instead of at the external os an hermetically sealed uterine cavity is 
ensured. To this instrument he has given the name ‘‘occlusive hystero 
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injector.’ Its essential feature is the interposition of a length of stout 
rubber tubing towards the distal end of a hollow metal catheter. The 
catheter is introduced, after adequate dilatation of the cervix, in such a way 
that the rubber portion occupies the upper end of the cervical canal. By a 
screw device the rubber is caused to become shorter and therefore thicker. 
The rubber now tightly fits the canal of the cervix and is strongly gripped 
by the sphincter muscle at the internal os. In these circumstances no 
escape of fluid is possible. 
F. Roques. 


La Gynécologie 


March, 1928. 
*Vaginal hysterectomy, technique and indications with the history of 
123 cases without accident. R. Petit. 


May, 1928. 
Ietters to Melisandre on the physiological bases of the functional 
troubles and chronic disorders of the genital organs. 


Vaginal hysterectomy, technique and indications with the history of 123 cases without 
accident, 


The author gives a careful description of the technique of the operation 
as he performs it. He makes a point of being able to see each step of 
the operation before division of structures and subsequent ligature and 
therefore to run no risk of damaging the ureters or intestines. After 
removal of the uterus he completely closes the peritoneum by suture and 
drains the subperitoneal tissue. He has no difficulty in this procedure 
except occasionally in dealing with the cut ends of the broad ligaments 
to cover the ligatures. 

He claims for the vaginal route certain advantages over the abdominal. 


1. Minimum shock owing to the avoidance of exposure of the intestines. 

2. lessening of the danger of infection of the peritoneum. 

3. Shortening of convalescence. The patient is usually able to get up 
on the seventh day after operation. 

4. Absence of an abdominal scar. 

5. lessening of the risks of intestinal adhesions. 

6. Shortening of the time taken for the operation. 


He gives as special indications for the vaginal route for hysterectomy 
the advanced age of the patient, fibromyomata of moderate size and total 
prolapse after the menopause. 

Certain conditions are definite contra indications to the vaginal operation 
as, for instance, a very large tumour, adhesions of other structures known 
to be present as in appendicitis. He excludes vaginal hysterectomy for 
the treatment of carcinoma of the cervix. 


R. H, B. Adamson 


2 
we 
x 
|) 


Review of Current Literature 575 


Societe Belge de Gynécologie et D'Obstétrique 


November 5, 1927. 
*Malformations of the genital organs. F. Potvin. 
Hysterectomy for bilateral pyosalpinx. F. Potvin. 
Dermoid cyst of the left ovary. F. Potvin. 
*Dystocia due to ovarian cyst, supra-symphyseal Cvesarean section 
followed by ovariotomy. P. Pastiels. 


December 3, 1927. 
*Rupture of the uterus during labour. Professor Cocq. and J. J. Inoeck. 
*On radiology in gynecological diagnosis. A. Beclere. 


Malformations of the genital organs. 

In the case reported the vagina was completely absent; two uteri 
were present; each uterus being represented by a hard rounded swelling 
at the end of the corresponding Fallopian tube. The ovaries were normal 
in size and situation and apparently normal in function. Each Fallopian 
tube was the site of a hematosalpinx. The only symptom complained 
of was absence of the menses which had not commenced by the age of 
21 years. The diagnosis was made at laparotomy after an unsuccessful 
attempt to find the vagina from below, the case having been thought 
to be one of imperforate hymen. The author removed the entire ovary, 
the Fallopian tube and the rudimentary uterus on the left side, leaving 
the right organs in situ. He proposes to perform later a plastic operation 
to cure the absence of the vagina. 


Dystocia due to ovarian cyst, supra-symphyseal Cesarean section folowed by ovari- 
otomy. : 

Pastiels describes a typical case in which a large multilocular cyst 
of the left ovary complicated pregnancy. The patient, a woman agea 
25 years was first seen by him when six and a half months pregnant. 
The tumour extended from the left side of the pelvis into the abdomen 
and could not be dislodged from its position in the pelvis. He treated 
the case by low Cesarean section at term followed by left ovariotomy. 
The author remarks upon the frequency with which ovarian cysts com- 
plicate pregnancy and quotes Peuch and Vanvert who in a series of 278 
cases noted the occurrence of some obstetric accident in 262. He does 
not advise operative treatment in the case of abdominal tumours unless 
the pedicle undergoes torsion or the cyst ruptures. He always operates 
on pelvic tumours as soon as diagnosed with the exception of cases which 
come under observation after the fifth month. The latter he treats, as 
in the case here reperted, by Czesarean section at term and ovariotomy. 
He is against interference for pelvic as well as for abdominal tumours 
in the later months of pregnancy, except in cases of torsion or rupture, 
because the proportion of premature deliveries after operation increases 
from one in ten during the first four months to two in three during the 
eighth and ninth months. If he does not see the case until after the 
beginning of labour he endeavours to push the cyst out of the pelvis 


into the abdomen failing which he advises immediate Cresarean section 
and ovariotomy. 
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A discussion followed which made clear the diversity of opinion as 
regards treatment. Max Cheval on the one hand always operates at 
once preferring to risk miscarriage rather than to leave his patient with 
a scarred uterus. Brouha on the other hand would not operate after the 
third month. He advises waiting and allowing the patient to go into 
labour in cases seen for the first time after that date in the hope of natural 
delivery. Failing the latter he opens the abdomen, removes the cyst 
and then delivers the child by forceps traction from below and concomi- 
tant pressure on the fundus uteri from the abdomen. Having delivered 
the child per vias naturales he closes the abdominal incision. Potvin 
prefers the high Cesarean operation to the low on the grounds of its 
being more easy, more rapid, and more sure. He does not like Pfannen- 
stiel’s incision in these cases and uses the median subumbilical incision. 
He is an advocate of immediate operation in all cases, not caring to 
submit his patient to the risks of torsion and rupture. He spoke lightly 
of the risks of miscarriage as compared with the accidents just mentioned 
and referred to a case in which he removed an ovarian tumour from a 
pregnant woman from whom the other ovary had been extirpated some 
years before. This patient went to term. 

In spite of many arguments and counter arguments the general trend 
of the meeting appeared to lend support to the views enunciated by 
Pastiels in his opening paper. 


Rupture of the uterus during labour. 

A case of spontaneous uterine rupture in a multipara is reported which 
demonstrates how easy it is to overlook this condition until too late. 
The patient was a multipara with several previous uncomplicated preg: 
nancies. Rupture of the uterus occurred when the head was well down, 
visible, in fact, at the vulva. The pains were good until, after a par- 
ticularly violent pain, they ceased and the head receded. The patient’s 
condition remained satisfactory and the case was mistaken for one of 
uterine inertia. It was treated as such until, over five hours later, the 
mother’s condition suddenly became alarming. The child was delivered 
after perforation of the head and after delivery a tear at the junction 
of the upper and lower uterine segments was felt. Subtotal hysterectomy 
was performed, the patient dying six weeks later from  subphrenic 
abscess. Three other cases which came under the authors’ care are 
reported. All were fatal. They then discuss the mechanism of spon- 
taneous rupture. They believe that the body of the uterus is frequently 
overdeveloped in multiparce as the result of previous labours. Such uteri 
by their too energetic contractions cause rupture which frequently begins 
in an old scar in the cervix. Cervical cicatrices become softened and 
weakened by pregnancy thus adding a second factor predisposing to 
rupture. 

The authors remark that spontaneous rupture is more common nowa- 
days than traumatic rupture; a state of affairs which is explained by the 
more careful ante-natal treatment and care of recent years. Potent factors 
in the causation of traumatic rupture are the operations of version and 
forceps delivery, particularly when performed in the absence of complete 
dilatation of the cervix. 


2 


Review of Current Literature 577 


On radiology in gynaecological diagnosis. 

Beclere remarks on the risks of intra-uterine injection of lipiodol. 
He has performed the operation in 100 consecutive cases, 30 of which 
were cases of chronic salpingitis, without mishap and without any 
peritoneal reaction. He concludes that his method is devoid of risk to 
the patient and believes that where peritonitis has followed injection, 
as in four cases reported by Rubin, the infection was due to the fluid 
employed which had been allowed to deteriorate by keeping and therefore 
contained too much iodine. Fresh lipiodol is, he says, absolutely free 
from risk and is always the fluid of choice, possessing fhree great advan- 
tages—it is well tolerated, is opaque to the X-rays and is antiseptic. 

The author summarises the indications and contra-indications. He 
advises its employment in all cases of sterility, in the differential diagnosis 
of doubtful pelvic tumours and in cases of metrorrhagia where a search 
is being made for a cause, for example in suspected cases of carcinoma 
corporis uteri. He admits, however, that in the latter group diagnostic 
curettage will have to follow. He also recognises three contra indications 
—pregnancy or its possibility, acute infection with fever and severe intra 
uterine haemorrhage. 

His technique is to inject the fluid through a soft rubber catheter ; 
a pair of forceps grips the cervix on either side of the catheter preventing 
escape of the fluid after injection and maintaining the catheter in situ. 
The pressure, as registered on his special manometer, is never allowed 
to rise above 250 to 300 mm.Hg. for fear of damage to the endometrium 
which always occurs above a pressure of 400 mm. Hg. He takes antero- 
posterior, side to side and stereoscopic radiograms; the last named being 
of special value in cases of pelvic tumour. In discussing the merits 
of the procedure Beclere lays great stress upon the value of precise 


determination of the site of obstruction in blocked Fallopian tubes in cases 
of sterility. 


F. Roques. 


Bruxelles Médical. 


May 20, 1928. 
*Diagnosis, pathology and frequency of extra-uterine pregnancy. R. 
Beckers. 
June 3, 1928. 
"Inflammation of the pouch of Douglas. J. H. Henretz 
June 17, 1928. 
*Krukenberg’s tumour. S. Bourg and Cordies. 
July 1, 1928. 
*Post-partum care. A. Poulain. 


Diagnosis, pathology and frequency of extra-uterine pregnancy. 

The author gives a resume of the symptoms of this condition and points 
out that the diagnosis depends upon three main symptoms, namely, men- 
strual irregularity, abdominal pain and a tumour at the side of the uterus. 
To distinguish from an interstital pregnancy one must remember the 


attachment of the round ligaments. He gives the classical symptoms of 
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rupture which happens most commonly in the first or second month 
and ascribes its cause to the rapid development of the ovum with inade- 
quate decidual response. 


Inflammation of the pouch of Douglas. 

The condition essentially consists of a progressive retraction of the 
retrocervical cellular tissue and the utero-sacral ligaments. Retraction 
is followed by obliteration of the pouch of Douglas. The symptoms 
are pain resulting from alteration in the volume of the bladder or bowel 
and consequent attempted movement of the cervix. Examination shews 
thickening of the utero-sacral ligaments, obliteration of the pouch of 
Douglas and hypertrophy of the cervix. The author describes a case 
which was treated by hysterectomy. 


Krukenberg’s Tumour. 

The author describes a case upon which he performed hysterectomy 
for a unilateral cancer of the right ovary, there were no gastric symptoms 
of importance before the operation. Microscopic examination of the tumour 
showed it to be a Krukenberg’s tumour. 

Three months later the patient returned with abdominal symptoms 
of pain in the epigastrium and iliac fossee and haematemasis following exam- 
ination. Radiological examination and laparotomy demonstrated a general 
abdominal carcinoma. Death occurred twelve days after the laparotomy. 

Histological examination showed a characteristic appearance with 
grouping of cells with numerous mitotic figures and rings containing 
mucus, the fundamental part of the tumour being the epithelial element. 
These tumours were demonstrated by Schlagenhaufer to occur primarily 
in the stomach and to appear secondarily in the abdomen and ovary, 
spread occurring along lymphatic channels, in the case of the ovary this 
taking place in a retrograde fashion. Treatment should include total 
hysterectomy and investigation and treatment of the stomach condition. 


Post partum care. 

The author gives a minute description of the preparation of patients 
for parturition, who are washed all over with a douche in preference to 
immersion in a bath, the vulvar region is shaved and painted with a four 
per cent. solution of tincture of iodine. After labour he lays great stress 
on the personal investigation of the condition of the uterus and pulse as 
well as a careful inspection of the perineum for possible tears. 

Douches are not used, being replaced by vulvar irrigation. A post- 
partum rise of temperature is immediately investigated and any difficulty 
in emptying the bladder is always carefully attended to by the adminis- 
tration of pituitrin or peristaltine and failing a satisfactory result by 
catheterization. A routine prone posture is adopted during several hours 
each day to prevent retroflexion. Pelvic examination both digital and 
with a vaginal speculum is carried out before the patient is discharged 
from the clinic. Retention of membrane is treated expectantly. Post- 
partum infections are treated by vaccines and the intravenous injection 
of twelve cgm. of sulpharsenol on alternate days. 


R. H. B. Adamson. 
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Archiv fir Gynakologie. 


Nov. 22, 1927. 

Our present state of knowledge concerning blood-groups, with furthe 
researches. H. Liitzeler. 

Blood-group estimation and its practical significance in connection with 
the heredity of the child. H. Merkel. 

Further experimental observations concerning the action of acetylene 

anesthesia on parenchymatous organs. W. Schmitt and E. Letterer. 

Concerning injuries of the mouth and jaw, alleged to be due to maternal 
attempts at delivery and their forensic significance. E. Marz. 

AXtiology, mechanism of birth and treatment in persistently transverse 
head presentation. P. Schumacher. 

The importance of the posterior lobe of the pituitary in pregnancy, labour 
and the puerperium. H,. Kiistner and H. Biehle. 

Phosphoric acid in the serum during pregnancy. A. Bock. 

Influence of the menstrual cycle on adnexal inflammations. C. Geller 
and W. Sommer. 

Cyclical alterations in the Fallopian tubes—the lipoid content. W.Butomo. 

Pathology and clinical features of fibroma ovarii adenocysticum. O.Frankl. 

*Carcinoma metastases. M. I. Maljeff. 

Comparative researches concerning the position and variation of the heart 
and lungs during pregnancy and the puerperium. KE. Klaften and 
J. Palugyay. 

*Experimental tuberculosis of the female genital organs. G. Bakacs. 

syneecological and obstetric significance of heemoglobin-resistance. 
E. Kittle. 

Anatomy and clinical features of ‘‘ pure’’ endometritis. H. Hartmann. 

Perception of the ‘‘ umwandlungzone ” of the portio. H. Hinselmann. 


Carcinoma metastases. 

A statistical report of autopsy findings in 1900 patients at six Moscow 
hospitals : all, male and female, suffered from carcinoma. Carcinoma of 
the female genitalia gave rise more frequently (72 per cent.) than those 
of other organs to lymph-gland metastases: these affected the regional 
much more than remote glands, and this was specially noteworthy in 
carcinoma of the cervix. Metastases in other organs (chiefly liver and 
peritoneum) were found in one quarter of cases of carcinoma of the femaic 
genital organs. Lymph-gland or organ metastases occurred in 52 pet 
cent. and 8g per cent. of cases of uterine and ovarian carcinoma respec- 
tively. The spleen showed metastatic growths in four per cent. of all 
cases. 


Experimental tuberculosis of the female genital organs. 

Many of the older experiments in which tuberculosis of the female 
genital organs in animals was induced by vaginal injection of tubercle 
bacilli were fallacious in that contamination of skin and food by leakage 
was possible : taking precautions to exclude this Bakacs found in four rab- 
bits respectively (1) no lesions (2) tubercle formation in the vagina, sacral 
and mesenteric glands and lungs (3) tubercle formation in sacral and iliac 
glands (4) tubercles in the vagina, one uterine horn, kidneys, lungs and 
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iliac glands. The cervical mucous membrane was free from tubercles 
in all animals, and none showed generalized tuberculosis. It is 
concluded that experimental induction of primary genital tuberculosis 
is possible: the healthy uterus, however, prevents ascension of 
tubercle bacilli, and the infection is lymphogenous, not intracanalicular. 
In a second series of experiments Bakacs found that after intravenous 
injections of emulsions ai tubercle bacilli no tubercles were present in 
the uterus, even if that organ had been injured by mechanical (partiai 
excision) or chemical means (injection of lactic acid). In a third series 
the author injected mesenteric glands with tubercle bacilli and found 
resulting retrograde infection of other lymph-glands: in one case uterine 
tubercle also was noted, in the absence of generalisation, Turning to 
tuberculosis in the human female the author believes that primary genital 
tuberculosis is of great rarity, but may occasionally be induced by 
lymphatic propagation, provided a non-tuberculous morbid condition of 
the vagina be initially present. Hzeematogenous tuberculous affection of 
the female genital organs is also improbable except in cases in which 
some antecedent morbid condition is present. Retrograde lymphatic in- 
fection is probably of considerable importance. 


W. E. Crowther. 


Monatsschrift fiir Geburtshilfe und Gynakologie. 


Vol.. xxviii, No. 6, April 1928. 

*Operative treatment of breech presentations. O Kiistner. 

*Cardiac function and pregnancy. H. Eufinger. 

*Extractio placente accretee. W. Zangemeister. 

*Vesicovaginal interposition of the uterus according to Wertheim-Schauta 
in the Obuchov Hospital in Leningrad. IL. Kriwsky. 

*The prevention of post-operative adhesions. G. Gellhorn. 

*The course of the menstrual cycle after operations. C. Clauberg. 

A case of hydatiform mole, perforation of the uterus and supravaginal 
hysterectomy: J. I. Kallinikoff. 

Vol. 1xxix, Nos: 1-2, May 1928. 

*Difficulty in the diagnosis of pregnancy in disturbances of the internal 

secretions (myxceedema). R. Zimmermann. 

*The menstrual cycle and calcium. A. Bock. 

*Contribution to the study of anzemias of pernicious type in pregnancy. 
K. Atzerodt 

*The diagnosis of extra-uterine pregnancy. B. A. Iwanoff. 

*Prognosis in the puerperium. H. Hoffmann and A, Dubnyakowa. 

A further study of leukoplakia of the cervix. H. Hinselmann. 

*Pseudocyst of the uterus followitig radiation of a cervical carcinoma. 
H. Faerber. 

Asch’s plastic transplantation of the cervix (Retroplantatio portionis). 
K. Matzdorff. 

*Schubert’s operation for prolapse and fixed retroflexion of the uterus. 
W. T. Wiemer. 

Histogenesis of primary tubal carcinoma. J: Gittelson. 
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*Congenital universal cedema. W. Lahm. 

*Coutribution to the etiology of genu recurvatuin congenituim in te: new- 
born. A. Sanders. 

Vol. Ixxix, No. 3, June 1928. 

*On the possibility of dividing pregnancy toxczemias into dyshormonosis, 
dysneurovegetosis, dysionosis and dyscolloidosis. L. Seitz and 
H. Eufinger. 

*Bronchial asthma and pregnancy. R. Spiegler. 

Cidema of the uvula immediately after labour. K. Rosenloecher. 

*The squatting position in the third stage of labour. S. Hammerschlag. 

*The significance of the uterosacral ligaments in gynecology. H.Wiesbader. 

*The patchy cervix. H. Hinselmann, 

*Investigation of the influence of ovarian hormone ou the genital tract 
and mamma. K. Ebhardt. 


Operative treatment of breech presentations. 

Kiistner points out the superiority of the breech hook over forceps 
applied to the breech. The hook should be of suitable make , (a full descrip- 
tion of the hook made for the author is given) and should always be applied 
to the posterior groin, as the delay in labour is usually due to defective 
lateral flexion. As long as the direction of pull follows the pelvic axis 


the hook will not cause a fracture by slipping forward on to the femoral 
shaft. 


Cardiac function and pregnancy. 


Eufinger used Kauffmann’s test in which hourly amounts of weak tea 
are given and hourly specimens of urine taken and from the effects on 
the quantities passed of raising the foot of the bed, he concludes that the 
test can be used to detect latent cedema, which tends to clear up as preg- 
nancy advances. 


Extractio placente accrete. 

Zangemeister has written a strong criticism of Aschermann’s article 
on extraction of adherent placentae by traction on the cord, and condemns 
the method emphatically on the grounds of insufficient evidence, danger of 
hemorrhage from delayed manual removal and risk of inversion. 


Vesicovaginal interposition of the uterus according to Wertheim-Schauta in the 
Obuchov Hospital in Leningrad. 
Kriwsky concludes that this operation is of value with large prolapses, 
sometimes the size of the uterus may need diminishing by amputation of 
cervix or body. Before the climacteric the patient must be sterilized. 


The prevention of post-operative adhesions. 

xellhorn emphasizes that no single method will obviate adhesions, but 
only scrupulous attention to detail, and avoidance of all irritating stimuli 
to the peritoneum. Isolated points are the use of rubber packs, rectal 
injection of fluid just before closing the abdomen, which straightens out 
kinked gut, and intraperitoneal injection of air or oxygen after operation 
to prevent visceral and parietal peritoneum coming into contact. 
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The course of the menstrual cycle after operations. y 

Clauberg has investigated the course of menstruation after pelvic 
operations not involving the essential genital organs, and finds no effect in 
50 per cent., carly periods in 30 per cent., and late periods in 22 per cent. 
Most changes followed operations in the intermenstrual phase; 25 per 
cent. showed alterations in type as well as in time. 


Difficulty in the diagnosis of pregnancy in disturbances of the internal secretions 

(myxeedema), 

In Zimmermann’s interesting case a woman developed myxcedema soon 
after her fourth delivery. Her condition grew gradually worse, but she 
passed through a further pregnancy and labour, and developed a breast 
carcinoma. The latter was removed and a colpoperineorrhaphy done, and the 
patient was much improved by regular thyroid treatment. Six months later 
she was again pregnant, and her myxcedema so much worse that the 
uterus was emptied and the Fallopian tubes divided. She improved again 
and her periods became profuse. A year later she reappeared with all 
the early symptoms and signs of pregnancy. It was decided to empty 
the uterus again, but no pregnancy was found, merely endometritic 
curettings without decidual reaction. The uterus decreased in size and 
returned to normal. 

The author attributes the amenorrhcea to a functional change in the 
ovaries, and further raises the question of breast-feeding. In this case it 
appeared to cause no deterioration. 


The menstrual cycle and calcium. 

Bock found that the blood calcium value varies just before each menstrual 
period to return to its previous value during the period. The change was 
more often an increase than a decrease. He discusses its relation to the 
vegetative nervous system. 


Contributions to the study of anemias of pernicious type in pregnancy. 

Atzerodt describes a case of marked anzemia arising in pregnancy, which 
becaine steadily worse, until two blood transfusions had been performed 
in the puerperium, when marked and rapid improvement began. 


The diagnosis of extra-uterine pregnancy. 

Qwanoff has used the sedimentation rate, the number of leucocytes and 
and exploratory puncture of the posterior fornix in the diagnosis of extra- 
uterine pregnancy and concludes that though useful, none of these methods 
is infallible and each must be considered in conjunction with the clinical side 
of the case, 


Prognosis in the puerperium. 

The authors consider that the Ruge-Philipp test is an advance in prog- 
nosis, though it cannot be used alone ; streptococci can be morphologically 
detected in almost the sane percentage by simple broth cultures of the 
lochia as by the more difficult method of Ruge-Philipp; there is a certain 
parallelism between diplococci in films of the lochia, and streptococci in 
cultures thereof. Culture of defibrinated blood has no advantages over 
the usual broth culture of whole blood. 
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Pseudocyst of the uterus following radiation of a cervical carcinoma. 
The uterus was found greatly distended with serous blood-stained fluid, 


which had been under such tension that no sign of mucous membrane 
remained. 


Schubert’s operation for prolapse and fixed retroflexion of the uterus. 
Wiemer found Schubert’s method of using fascial (pericardial) strips 


unsuccessful, as the strips were entirely absorbed, and the prolapse 
recurred, 


Congenital universal oedema. 


Lahm believes the condition usually to be a mechanical one, and that 


a further cause need only be postulated when mechanical defects have been 
definitely excluded. 


Contribution to the etiology of genu recurvatum congenitum in the new born. 

In two of the three cases referred to by Sanders the deformity occurred 
after a breech delivery, and in all there was either very little liquor, or 
early rupture of the membranes and long labour. 


On the possibility of dividing pregnancy toxemias into dyshormonosis, dysneuro- 
vegetosis, dysionosis and dyscolloidosis. 
The authors have coined these terms and believe them to be of value 
because they draw attention to the influences underlying physiological and 


pathological changes in pregnancy, and point the way to further work 
and treatment. 


Bronchial asthma and pregnancy. 

Of the two cases described one asthmatic patient lost her attacks during 
pregnancy and her mother had similarly improved during each of her five 
pregnancies. The second case cleared up a year before pregnancy by 
light treatment, but recurred during pregnancy, only to clear again 
during the last three months. 


The squatting position in the third stage of labour. 
Hammerschlag has tried Lichtenstein’s sitting position in the third 
stage but did not get the same improvements. The common rigor did not 


occur but heemorrhage was rather more frequent, and puerperal morbidity 
slightly higher. 


The significance of the uterosacral ligaments in gynecology. 

Wiesbader emphasizes the importance of rectal examination of these 
ligaments, especially in four connexions: (1) as a boundary line between 
intraperitoneal and parametric processes: (2) as a diagnostic point in 
appendicitis ; (3) as a means of judging the severity of an adnexitis ; and 
(4) as an important diagnostic sign in genital tuberculosis. 


The patchy cervix. 
Hinselmann describes a dappled appearance sometimes seen in patches 
on the cervix in colposcopic enlargement. The areas are commonest iu 
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congenital ectopia and consist of thick squamous epithelium and the 
red dividing lines are also of squamous cells, but flatter. 


The glands 
usually disappear. 


Investigation of the influence of ovarian hormone on the genital tract and mamma. 

Ebhardt obtained the following results :— 

1. Regular injection of ‘‘menformon folliculum” into castrated guinea- 
pigs produced a persistent state of cestrus. 

2. The change in the uterus was not an increase in growth, but an 
cestrous condition combined with an absence of castration atrophy. No 
hyperplasia (endometritis) was seen. 

3- The vagina showed typical cestrous changes with increase in thick- 
ness and secretion of the epithelium. 

4. The mamma showed no castration atrophy but only a cessation of 
development, and was uuinfluenced by the injections. 


Dorothy N. L. Leverkus. 


Zentralblatt fur Gynakologie. 


No. 49, Dec.3, 1927. 
On the presence of hematin in the blood and its significance in ectopic 
gestation. G. Haselhorst. 
*The history of obstetric forceps. F. C. Wille. 
The operative treatment. of the so-called parametritis posterior. N.Louros. 
*The influence of starvation on uterine prolapse. M. Magio. 
The treatment of carcinoma of the uterus with acetone and radium. 
G. Gellhorn. 
A plea for earlier and more frequent performance of episiotomy. D. v. Ott. 
*A case of central perineal tear with birth of a full time child through it. 
M. Karlin. 
No. 50, Dec. 10, 1927. 
*The diagnosis of leukoplakia vulvee. H. Hinselmann. 
The care of pregnancy in factory and other manual workers. M. Hirsch. 
A primary growth with secondary tubercular infection. E. Bersch. 
The physical and chemical characteristics of the liquor amnii. 
S. Winogradowa. 
*The value of urinary diastase in the diagnosis of pregnancy. G. v. Pall. 
Iabour complicated by spondylolisthesis. G. v. Pall. 
A self retaining vaginal speculum.  G. Pickert. 
No: 51, Dec. 17; 1927: 
The floating test for the completeness of the placenta. H. Sachs. 
The rdle played by the secretion of the anterior lobe of the pituitary 
body in the female endocrine system. O. O. Fellner. 
The condition of the sacroiliac ligaments and the diagnosis of pregnancy. 
FE. Sonntag. 
Inversion of the uterus by Winter’s Abortion Forceps: a modification 
of this instrument. W. Dunkel. 
A case of abdominal pregnancy following subtotal hysterectomy. G. 
v. Schubert. 
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*Spontaneous rupture of a carcitioma of the ovary. Anfanger. 
*Complete congenital aplasia of both ovaries, with infantile external 
genitalia and virilism. |W. Baer. 
Gangrene of both lower extremities following criminal abortion. G, v. 
Pall. 
No. 52, Dec. 31, 1927. 
*A simple glass mouth-piece for a tracheal catheter and for a cannula for 
withdrawing lochia. W. Baer. 
The diagnosis of the foetal chin and its significance during labour. P, H. 
Rulle. 
No: 5, 7; 1928. 
“The new Operative Midwifery’ of Max Hirsch. G. Winter. 
The corpus luteum and amenorrhea. G. A. Wagner. 
The permanent results of homo- and auto-plastic ovarian transplantations. 
Ginter and K. F. Schultze. 
The vaginal operation for carcinoma of the uterus. W. Stoeckel. 
Growth of endometrium in vitro. P. Caffier. 
*Immunisation experiments with placental and fcetal lipoids. E. Ishikawa. 
A new method for the determining of sex in utero. O Schéner. 
A cervical gland in the transitional zone with three separate openings. H. 
Hinselmann. 
No. 2, Jan. 14, 1928. 
*X-ray therapy in streptococcal infections. F. Bass. 
Thrombopenia in pregnancy. H. Lehfeldt. 
*The relationship between hypomenorrhcea and toxeemias of pregnancy. 
B. Aschner. 
A clinical study of fatal toxemia of pregnancy without convulsions. 
A. Bock. 
Asphyxia neonatorum : a new oxygen respirator. K. Holzapfel. 
The use of insulin in the toxeemias of pregnancy. O. Bokelmann. 
*Occlusion of the os internum following curettage. F.C. van Tongren. 
Fatal gas gangrene following passage of a sound into a gravid uterus. 
E. M. Fuss. 
Discolouration of the abdominal wall in ectopic gestation. T. Solowjew. 
No. 3, Jan. 21, 1928. 2 
*A new analgesic for the first and second stages of labour. Sennewald. 
The treatment of perforated appendicitis in advanced pregnancy. 
G. Conrad. 
Severe intra-abdominal haemorrhage from the ovaries. M. Pascher. 
*Sudden death in pregnancy due to rupture of an aneurysm of the splenic 
artery. R. Remmelts. 
The early diagnosis of carcinoma of the portio vaginalis. H. Hinselmann. 
The external wandering of the ovum. E. Fulde. 
The importance of approximation of the levator ani muscles in operations 
for genital prolapse. E. Haim. f 
*A foreign body in the gravid uterus. H. Wahmmacher. 
No. 4, Jan. 28, 1928. 
Changes in the cervix uteri in pregnancy and labour. H. Stieve. 
Puerperal coli-infection. K. Sommer. 
Erysipelas carcinomatosum or subepidermal carcinoma mamme. — F. 
B, Riider. 
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*\ hematoma of the left rectus abdominis simulating an ovarian tumour. 
H. Werthmann. 

*An unusual case of pupura in the newborn. M. Rodecurt. 

The diagnosis and treatment of retroflexion of the uterus. G. Bamberg. 

*The arrest of hzemorrhage in Czesarean section. E. Henrard. 

An unusual malformation in twins. C. Abelin. 


No. 5, Feb. 4, 1928. 


The clinical diagnosis and treatment of syphilitic leukoplakia of the 
cervix. H. Hinselmann. 


Adenofibrosis of the cervix. E.Fels. 

Premenstrual, pregravid, progravid or functional state of the endomet- 
rium? A question of terminology. R. Meyer. 

Hepatic function tests in pregnancy. K. Herold. 

Ovarian carcinoma with simultaneous ectopic gestation. -E. Goldberger. 

*Generalised cedema of foetus and placenta. H. Hartmann. 

Kauffmann’s test for cardiac efficiency. H. Schmid and R. Pohl. 

Dilatation of the cervix preparatory to curetting. B. Liegner. 


No.6, Feb. 11, 1928. 
CO,tension in the blood, acidosis and its connection with the metabolism 
in pregnancy. H. R. Schmidt. 
*The oxygen requirement of the foetus : two cases of successful Ceesarean 
section in mortua. H. Kiistner. 
A clinical investigation with ovarian hormone. Murken. 
Is genital prolapse a result of late first pregnancies? F, Lénne. 
The lateral conjugate diameter. H. Baumm. 
The treatment of erosions. O. K6ster. 
*Ceesarean section in a case of perforated appendicitis. O. Wolfring. 
*Premature partial separation of the placenta by external trauma. E. 
Schmitz. 
No. 7, Feb. 18, 1928. 
*Uterine pregnancy following bilateral salpingectomy for tubal pregnancy. 
W. Zangemeister. 
A further case of syphilitic cervicitis. _H. Hinselmann. 
The diagnosis of syphilis in mother and child. E. Philipp. 
A study of Profeta’s and Colles’ Laws. E. Philipp. 
*Salpingostomy and dilatation of the Fallopian tubes in sterility. R. 
Schwarez and D. E. Centenaro. 
The alcoholic extract reaction and its relation to the sedimentation rate 
of red blood corpuscles. W. Schmidt. 
Are polyglandular extracts superior to simple pituitary extract in mid- 
wifery. A. Calmann. 
*Repeated uterine rupture after Caesarean section. A. Engels. 
The treatment of suppurative appendicitis in advanced pregnancy. 
M. Rosenthal. 
*Autogenous serum in the treatment of inflammatory conditions of the 
adnexa. W. Lébner. 
No. 8, Feb. 25, 1928. 
The renal changes in eclampsia and their differentiation from those in 
other forms of Bright’s disease. TT. Fahr. 
The operative cure of complete urinary incontinence, H. Martius, 
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Observations on the operative treatment of complete vesico-vaginal 
fistula. O. Kneise. 

*A case of anus urethralis. A. Matusorszky. 

Vesical viritability and its treatment. H. Eymer. 

Injury to the bladder during labour. R. Jahreiss. 

Retention of urine with pyelocystitis due to a retrocervical intramural 
fibroid. F. V. Kithbacher. 

Vesical neurofibromata. H. Heidler. 

Encrusted ulcer of the bladder resulting from radiation.  Handkorn. 

*A case of recurrent uterine and vesical calculi. L. Liebe. 

Ureterocele vesicalis and ureteral calculi. H. Schellhas. 

The ureter and neighbouring infectious processes. H. Friedreich. 

A plea for less frequent catheterisation. F. Anders. 

*An unusual foreign body in the bladder. F. Herneffer. 


No. 9, March 3, 1928. 
The value of the complement fixation reaction in gonorrhoea. R. Bruhl. 
*An unusual case of uterine tuberculosis. O. Heesch. 
*The diagnostic and therapeutic value of puncture of the pouch of Douglas. 
G. Conrad. 
*Foot-prints-as a means of identification in children. M. Henkel. 
Observations on inversion of the gravid uterus by Winter’s Abortion 
Forceps. W. Zaugemeister. 
The conduct of the third stage of labour. M. Samuel. 
*Injuries of the abdominal wall: their importance in diagnosis. W. Kolde. 
The diagnosis of extra-uterine gestation. B. A. Iwanoff. 


Observations on the diagnostic value of tissue puncture in inoperable 
tumours. H. Hellendall. 


No. 10, March 10, 1928. 

Lutein cyst of the ovary associated with a hydatidiform mole and 
chorion epithelioma : the relation of lutein cysts to the secretion of the 
anterior lobe of the pituitary. S$. Ascheim. 

The application of skull forceps to the buttocks and a new breech forceps. 
W. Framm. 

The prognostic significance of pyrexia during labour. F. Siegert. 
*Symetrical gangrene of both feet following abortion. TT. Brandess. 
*Spontaneous puerperal gangrene. H. Kienlin. 

Spontaneous rupture of the umbilical artery. W. Cohen. 

The use of autogenous serum in menorrhagia. M. Wachtel. 

*A danger of the Trendelenburg position. I,. Liebe. 

No. 11, March 17, 1928. 

Preparation for marriage. HH. Sellheim . 

*The treatment of gonorrhoea in women with a living gonococcal vaccine. 
IF. Wolff. 

*Regenerative leukoplakia of the cervix. H. Hinselmann and M. Esser. 

*Ovarian tumours in old age. R. Mullerheim. 

The diuretic treatment of uterine bleeding. P. Werner. 

A modification of Blond’s decapitation thimble. R. Blond. 

Notes on the use of ‘ Pituigan.’’ ©. Steims. 


No. 12, March 24, 1928. 
*The causation and treatment of asphyxia neonatorum. M. Henkel. 
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The treatinent of congenital vaginal malformations. R. T. v. Jascke. 

The Fallopian tube in radiography. G. K. Schultze. 

Pernokton’”’ twilight sleep. P. Réttger. 

Cystic hypertrophy of the cervix uteri. F. Koracs. 

The treatment of menopausal symptoms with ‘“‘Prokliman.’’? W. Hertel. 

*Fatal rupture of the splenic artery during labour. E. Mayer. 

Methods of artificial interruption of pregnancy. G. K. Ziwatoff. 

Regeneration of the endometrium after abortion. J. Jakowleff. 

A complication of the extraperitonealisation of the Fallopian tube.  F. 
Neugebauer. 


No. 13, March 31, 1928. 
Cinematography in medicine. F. v. Mickulicz-Radecki. 
Lipofibromyosarcoma uteri. A. Springer. 
Endometrium in the Fallopian tube. LL. Szamek. 
*Trans-uterine foetal injections. R. Schwarcz. 
*Ectopic gestation. E. Haeusermann. 
A case of adherent placenta. I. Kraul. 
Preventive measures a cause of severe vaginitis. A. Niedermayer. 
Congenital aplasia of the cutis. F. Karacs. 


The history of obstetric forceps. 

An account is given of the early history of the now universally used 
obstetric forceps, which, owing to the strict secrecy practised by the 
Chamberlen family, was then shrouded in mystery. Although the Cham. 
berlens had used the forceps for many years previous to 1693, it was 
not until after that date when Hugh Chamberlen while on a visit in 
Holland disclosed his secret to Rogerius Roonhuysen, that it became 
generally known, and the first public description appeared in 1753. 


The influence of starvation on uterine prolapse. 

The Russian famine of 1921-22 brought, among many other forms 
of sickness, a considerable increase in disabilities of gynaecological 
interest, more especially uterine prolapse. 

The author compares the number of refugees suffering from this con- 
dition with those of the indigenous population suffering similarly. The 
frequency in the refugees (class 1) was no less than four times that in 
the other patients (class 2) although the average number of pregnancies 
and births was less in class 1 than class 2. Moreover, the length of 
time from the appearance of the first symptom until the patient came 
to hospital was much shorter in class 1—two to eight months, as compared 
with four years in class 2. There was also less change in the uterine 
supports in class 1, although no case was seen in which prolapse had 
developed merely as a result of starvation. 


A case of central perineal tear with birth of a full time child throug it. 

An account is given of a primigravida of 25 of normal build. The 
genitalia, apart from a small introitus vaginze, were also normal. While 
preparations were being made for an episiotomy, a tear occurred in 
the central part of the perineum, through which a full time child was 
expelled. A brief summary of previously reported cases is given, 
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The diagnosis of leukoplakia vulve. 


The small number of cases of thig condition hitherto described is 
attributed to two factors, (1) the ease with which the early cases are over- 
looked due to deficient lighting conditions during examination and 
(2) the presence of numerous other white flecks on the vulva from 
secretions etc. 

The use of the colposcope is advocated and the microscopical appear- 
ances of the lesion described. 


The value of urinary diastase in the diagnosis of pregnancy. 


The normal values of urinary diastase are taken as :— adults, 15 to. 
45 units, slightly higher in the male than the female; children five to 
twenty per cent. of the adult value. Since it was found that the diastase 
content of the morning specimen was more constant than that of the 
24 hours, the former was examined in each case. Analyses were made 
of the following cases :—102 pregnant women; 18 lying-in women; three 
lying-in women with renal disease; four cases of hyperemesis gravidarum ; 
three lying-in women with pernicious anaemia, and, as a control, 20 
healthy non-pregnant women of about 30 years old, in the intermenstrual 
period. Based on these examinations, the following conclusions are 
drawn :—(1) that the urinary diastase in pregnancy is three times the 
normal value. (2) that the diastase content during labour does not differ 
materially from that in pregnancy and (3) that in lying-in women the 
diastase content falls gradually reaching normal on the 30th day. 


Spontaneous rupture of carcinoma of the ovary. 


A case is reported of a woman age 44 years who was suddenly taken 
ill with severe abdominal pain. A diagnosis of internal haemorrhage 
was made the following day, and the patient was admitted to hospital, 
where she was operated on the same evening. On opening the abdomen 
a large quantity of blood was found coming from a tear in a large tumour 
of the right ovary. The tumour was removed and proved on microscopic 
exainination to be an adeno-carcinoma. The patient made a good recovery 
and in spite of the apparently bad prognosis is still alive and with no 
sign of recurrence although nine years have passed since the operation. 


Complete congenital aplasia of both ovaries, with infantile external genitalia and 
virilism. 


A description is given of a woman aged 23 years who showed marked 
virilism ; the thorax and pelvis were both of the male type; there was no 
axilliary hair and but little pubic hair; the larynx also was large and of the 
male configuration; the labia majora and minora were small, the 
clitoris of normal size and the hymen intact. It was found that she was 
suffering from gonococcal cervicitis which she contracted from her sister 
and which proved resistant to all treatment, and finally necessitated 
complete removal of the uterus and its adnexa. The uterus was small 
and infantile, and no ovarian tissue could be found, but in the position 
where the ovaries are iormally placed, accessory adrenal bodies were 
present. 


590 Journal of Obstetrics and Gynecology 


A simple glass mouth piece for a tracheal catheter and for a cannula for withdrawing 
lochia. 

The use of the ordinary form of rubber tracheal catheter for aspirating 
mucus in the newly born is not devoid of danger. A case is described 
by von Sigwart illustrating this point. Through the use of a generally 
used type of catheter in resuscitating a newly born congenital syphilitic 
child, a midwife was infected with syphilis by direct transmission, some 
of the infected amniotic fluid having been sucked up into the mouth. 
Attention was only drawn to the occurrence by the appearance three 
weeks later of headache, sore throat, difficulty in swallowing, enlarged 
cervical glands, roseolar rash and a characteristic ulcer on the right 
tonsil. The Wassermann reaction was positive. 

To avoid such dangers Baer has devised a glass mouth piece which 
may be attached to the rubber catheter. It can also be used in the 
collection of lochia for bacterial investigation, and its use is to be advo- 
cated for its simplicity of construction, the ease with which it can be 
sterilised, and the elimination of the danger of infection. 


“The new operative midwifery’’ of Max Hirsch. 

Ceesarean section is hailed as the modern and better method of delivery 
on the following grounds :—(1) the present tendency in obstetrics shows 
a persistent increase in the popularity of the abdominal route. (2) To ensure 
the safety of delivery of both mother and child, the vaginal method must 
be suppressed. (3) The abdominal route is to be chosen in preference 
to high forceps, artificial inductions, versions and embryotomies. (4) 
Pubiotomy and symphysiotomy must give way to Cresarean sectfon. 
(5) The changes preparatory to a vaginal delivery are closely related to 
pathological dilatation of the uterus; this does not occur in the abdominal 
method. (6) Forceps, cranioclast, embryotomy forceps and chain saws 
are old fashioned and have been superseded by the higher art by which 
the sequence of events can be followed in an open field. 


Immunisation experiments with placental and foetal lipoids. 

By the injection of alcoholic extracts (1) of foetus and placenta of homo- 
logous animals (in this serics dogs), it is possible to produce antibodies. 
The addition of albuminous bodies (2) produced by heating the above 
extract increases the production of antibodies. Both these extracts 
cause haemolysis of sheep’s red blood corpuscles. Whether the anti- 
bodies to (1) and (2) are the same or not, has not yet been determined. 


X-ray therapy in streptococcal infections. 

Dogs which had been given an intra-venous injection of streptococci 
were given local applications of X-rays. It was found that their resistance 
was definitely greater than that of dogs which had also had injections but 
were not radiated. The rays affected not only the cells under direct radiation 
but also those lying outside the area. 


The relationship between hypomenorrheea and toxemias of pregnancy. 

In an investigation on the relationship of hypomenorrhcea to other 
diseases, the striking frequency of the toxamias of pregnancy in such 
subjects was noted, 
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Among 700 cases of hypomenorrhcea the following abnormalities were 
noted :—(1) eclampsia 12 cases: (2) five twin births: one set of triplets : 
(3) spontaneous abortion—14 cases: (4) premature separation of the 
placenta: (5) Death of a full time child immediately before or after 
delivery eight cases. Among these was one anencephalus : two chondrody- 
strophies: (6) two cases of molar pregnancy : four of hydramnios : one of 
placenta previa; two of uncontrollable vomiting; four severe nephritis 
of pregnancy; one premature separation of the placenta; two psychoses 
of pregnancy and two mongoloid children: (7) one case developed 
choroiditis with severe visual disturbance during lactation: (8) difficult 
labour in several cases: (9) extra-uterine gestation seven cases: (10) 
amenorrhcea of lactation for one year and over in three cases: (11) post- 
partum phlebitis one case: (12) retained placenta in four cases. 


Occlusion of the os uteri internum following curettage. 


In April 1924 a primigravida aged 35 was submitted to Czesarean 
section for complete placenta praevia. In July 1925 a second child was 
born per vias naturales. Owing to partial retention of the placenta at the 
site of the uterine scar of the previous operation curettage was performed 
in August 1925. In October 1926 the patient complained that the periods 
had not returned, and on examination the uterus was found soft and 
bulky. A sound was passed with great difficulty through the occluded os 
uteri internum and a quantity of dark blood escaped. Since then the patient 
has menstruated normally. 


A new analgesic for the first and second stages of labour. 


An account is given of a new analgesic ‘“Avertin’’ (Tribromethyl- 
alcohol), which was used successfully in 130 cases. As a result of this 
experience the following conclusions are drawn :—‘‘ Avertin”’ can either 
abolish entirely or greatly diminish the pain of the first and second stages 
of labour; more than half the women sleep in between the pains and many 
after the delivery have no recollection of pain. Owing to its continued 
action as a narcotic and in lowering the blood pressure it is valuable in 
cases of eclampsia. No ill effects are likely to accrue to mother or child 
from the doses advocated. The procedure advocated is :—o.06 grm. per 
kilogram of body weight is given three hours before birth and one 
hour after this first dose takes effect, a second dose of 0.04-0.06 gram per 
kilogram is given. Avertin is best used as a solution already made up 
by a chemist, since unless great care is taken in following the instructions 
regarding its solubility toxic bodies are liable to be formed. 


Sudden death in pregnancy due to rupture of an aneurysim of the splenic artery. 


A woman aged 38 years, nearing the end of her ninth pregnancy and 
in good health, was seized suddenly with abdominal pain and faintness. 
On examination the usual signs of internal hemorrhage were present 
the foetal heart could not be heard, suggesting a diagnosis of ruptured 
uterus. While preparations for a laparotomy were being made, the patient 
died. At the autopsy a ruptured aneurysm of the splenic artery measuring 
two cms. long was found, 
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A foreign body in the gravid uterus. 

A woman finding herself two to three months pregnant for the third 
time attempted to produce abortion by passing a vulcanite cannula into 
the uterus, but in doing so broke it. On admission to hospital, it was 
impossible to feel the cannula, which was demonstrated by X-rays. 
Icdipin was injected into the uterus the radiological picture subsequently 
obtained confirming the diagnosis of pregnancy, and four days later 
the cannula was expelled spontaneously, but the pregnancy was not 
interrupted. However some weeks later a second attempt of the woman 
to produce abortion was successful. 


A hematoma of the left rectus abdominis simulating an ovarian tumour. 

A patient aged 65 years was taken suddenly with severe abdominal pain 
and presenting on examination the signs of an acute abdomen with a 
suprapubic tumour which was diagnosed as a torsion of an ovarian tumour. 
At operation a haematoma of the left rectus abdiminis was found but the 
source of the bleeding could not be traced. There was no intra-peritoneal 
abnormality. 


An unusual case of purpura in the new born. 

A case of generalised purpura present at birth is recorded. The possible 
causative factors here are (1) variation in blood pressure resulting from 
constriction by the much twisted umbilical cord, (2) a transitory throm- 
bopoenia and (3) a low calcium content of the blood plasma. 


The arrest of hemorrhage in Cesarean section. 

On account of acute hydramnios and the suspicion of some feetal 
malformation as the underlying cause, Cresarean Section was performed 
on a multiparous woman in the twenty-ninth week of pregnancy. 

Uniovular twins were found, each showing similar malformations. 
Both had complete eventration of the abdomen, a large spina bifida in 
the lower lumbar region and double talipes. 


(ieneralised cedema of foetus and placenta. 

Hydrops congenitus universalis is a disease characterised by an accumu- 
lation of fluid in the body tissues and cavities. Its etiology is not clear, 
although syphilis can be deflnitely excluded. The large number of cases 
occuring in women suffering from nephritis of pregnancy suggests that 
a toxic element is the important factor, although from the latest inves- 
tigations it would seem that the intoxication is of foetal rather than 
maternal origin. The children if not dead at birth do not survive. 


The oxygen requirement of the foetus: two cases of successful Cesarean section in 
mortua, 

In two cases Czesarean section was performed two minutes and_ five 
minutes respectively after the death of the mother, with the delivery of 
two living children. Basing his conclusions on his observations, the 
author states that the child suffers no injury from an interruption ot 
the circulation of some minutes duration; that the passage of oxygen 
from the child to the mother does not take place even when the maternal 
blood is overcharged with CO,; and that the passage of oxygen from the 
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imaternal to the fetal circulation is an active function of the placenta. 
In an analysis of recent cases about 50-60 per cent. of children have been 
saved by Caesarean section on the mother soon after death. 


Cwxsarean section in a case of perforated appendicitis. 

A woman age 31 was adinitted to hospital in the 37-38th week of her 
third pregnancy, complaining of abdominal pain of one day’s duration. 
On the third day her temperature was 100.4, pulse 110, and the distended 
abdomen exquisitely tender. Following an unsuccessful attempt to induce 
labour by dilatation, it was decided to do a Cesarean section, when general- 
ised peritonisis due to a perforated appendix was found. The purulent 
exudate was removed, the uterus opened, the living child delivered, and 
the mother made an excellent recovery. 


Premature partial separation of the placenta by external trauma. 

Partial separation of the placenta occurred in a primigravida aged 26 
vears in the ninth month of pregnancy through a fall. The placenta was 
found to be normally situated, but the severe haemorrhage necessitated 
extraction of the child, which was much asphyxiated but recovered after 
the usual measures had been adopted. 

On expressing the placenta 15 minutes after the birth of the child, it 
was seen that a large portion of the foetal membranes were absent, being 
retained in the uterus, and were removed on the second day by forceps. 
The puerperium was uneventful. 


Uterine pregnancy following bilateral salpingectomy for tubal pregnancy. 

A case is recorded of a patient aged 24 years who in August 1927 
complained of feeling weak, vomiting and pains in the back which she 
attributed to two previous operations, namely, (1) in February 1925; 
resection of the left Kallopian tube for tubal gestation, the left ovary 
remaining, and (2) in September 1926; extirpation of the right adnexa 
for the same reason. On examination the uterus was found to be gravid 
but four days later spontaneous abortion occurred, the presence of placental 
elements being confirmed by histological examination. ‘Tubal pregnancy 
following salpingectomy of the opposite side is by no means rare. A 
series of 200 such cases has been published. In about five per cent. of 
cases operated on for tubal gestation, it recurs on the opposite side. 
21 cases have been recorded in which it recurred on the same side, but 
the author has only found one other case of uterine pregnancy following 
dcuble ‘salpingectomy. Neither ligature, division nor resection are 
infallible means of sterilisation but probably the safest method is suturing 
the Fallopian tube to the iguinal canal. 


Salpingostomy and dilatation of the Fallopian tubes in sterility. 

The results of tubal operations for sterility are disappointing, due to 
the formation of local adhesions. To eliminate this possibility Schwarez 
and Centanaro have devised a new operation. Having proved by insuf- 
flation that a tubal obstruction is present, the cervix is dilated by a 
laminaria tent. Then the akdomen is opened and the Fallopian tubes 
exposed. Having decided which Fallopian tube is the more suitable and 
the site at which the salpingostomy is to be performed, the Fallopian tube 
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is opened and a catheter one mm. thick, such as is used for ureteral 
catheterisation is passed along to the uterine cavity, where it is grasped 
by forceps and is drawn into the vagina. The abdominal end is cut off 
so that about one cm. projects, and a catgut ligature is tied round the 
catheter and the Fallopian tube. The catheter is left in situ for 12 to 15 
days and is then withdrawn and the periniability of the Fallopian tube 
tested again by insufflation. 

The authors report a case of a woman aged 26 years who was treated 
in this way. She was operated upon on July 3, 1927 and was discharged 
from hospital on July 29, 1927. On August 1st she menstruated normally 
and on November 26, 1927 she was found to be pregnant. A further report 
is promised later. 


Repeated uterine rupture after Caesarean section. 

On June 20, 1920 on account of eclampsia a patient aged 20 years was 
delivered by Cesarean section. Five years later in the ninth month of 
her second pregnancy spontaneous rupture of the uterus occurred. <A 
second laparotomy was performed, the dead foetus removed and the edges of 
the wound approximated. Healing was delayed by extensive suppuration. 
In 1927 the patient becaine pregnant again and on the 10th December 1927 
a second rupture of the uterus occurred. The patient was operated on 
immediately, a living child delivered and a supravaginal amputation 
performed. The recovery was uneventful. 


Autogenous serum in the treatment of inflammatory conditions of the adnexa. 

124 cases of inflammatory conditions of the adnexa consisting of 
salpingo-dophoritis, (mainly gonococcal in origin, but in a few cases 
resulting from spread of infection from an abortion, or following delivery 
or tubercular), parametritis, pelvic peritonitis and abscess of the pouch 
ot Douglas were observed. Of these, 11 abscesses were drained per vagi- 
nam, two cases of pelvic peritonitis were opened from the abdomen, and in 
six cases the adnexa were extirpated. 

The remaining g5 cases were treated at intervals of two days with 
injections of their own seruin for a period of three to four weeks. Taking 
other factors such as rest in bed into account, the results although good 
were not striking. 


A case of anus urethralis, 

The frequency of congenital abnormalities of the anus has been pre- 
viously estimated at 1:25,000 (Zoehrer) to 1:15,000 (Quinland). The 
two chief forms of abnormality are :— (1) atresia ani completa, where 
there is no anal opening anywhere, and (2) atresia ani dystopica when the 
gut opens at an abnormal site. In a_ series of 24 cases, Anders and 
Ziemendorff found that 45.5 per cent. i.e. 97, were of the latter variety. 
Of these, in 13 cases the gut opened into the urethra, in 19 into the 
bladder, and in 65 into the vulva or vagina. 

From these figures it will be seen that anus urethralis is the rarest 
form of atresia ani dystopica. A case of anus urethralis was seen in a 
boy 26 hours after birth. At the nominal site of the anal depression there 
was a slight protrusion, and fluctuation could be obtained on palpitating 
this region. Meconium was being passed through the external urethral 
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orifice ; at the operation the distended bowel which was found at a distance 
of 1.5 cm. from the surface was opened and the mucous membrane sutured 
to the skin. 

differentiation between recto-vesical recto-urethral fistulee 
depends on the fact that if the opening is into the bladder the meconium 
is intimately mixed with the urine, whereas if the opening is into the 
urethra, meconium may escape quite apart from the urine. When the 
gut has been opened the fistula frequently closes of its own accord but 
should this not be so then a second plastic operation must be performed. 

The mortality of the operations for atresia ani has diminished ot 
recent years, but the end results are still disappointing, since Neugebauer 
states that only 15 per cent. of children operated upon live for one year 
and only 5.2 per cent. reach 20 years. 


An unusual foreign body in the bladder. 

A woman aged 20 years was seen with a history of attempted abortion 
(a short time previously), by giving herself 4 soap injection with an 
enema syringe. On cystoscopic examination the nozzle of the apparatus 
was found in the bladder, and other methods proving unsuccessful, it 
was removed by an open operation. 


An unusual case of uterine tuberculosis. 

A case recorded by Heesch of a nulliparous woman of 4o years who 
had been married seven years. Although she first menstruated when 25 
years of age, the menstruum has always consisted of a yellow mucoid 
discharge; there had never been any blosd. In 1912 she was said to be 
suffering from “ catarrh of the apices of the lungs ” and in 1928 dilatation 
and curettage was performed for pelvic pain. 

Her general condition when seen in 1927 was good, and the chest and 
abdomen appeared normal. On vaginal examination the cervix was found 
to be infantile in type and in the right fornix was a hard tender fixed 
tumour the size of an apple. In October 1927 supra-vaginal amputation 
was performed. The uterus measured 44 x 55 x 33 cins. in length, width 
and thickness respectively. The uterine cavity was filled with a yellowish, 
crumbling, caleareo-caseous material and in the musculature of the fundus 
were two encapsulated masses with caseous contents about the size of 
a cherry. These proved on microscopical examination to be tuberculous. 

There were numerous adhesions to the right adnexa. Both Fallopian 
tubes were much thickened but whereas the lumen of the right was 
considerably diminished, that of the left was enormously dilated. The 
appendix which was removed at the same time was norimal. 

The points of clinical importance in this case are :—(1) the complete 
amenorrhcea, which according to other authors occurs in only six per cent. 
of cases of genital tuberculosis, (2) the relatively painless course of the 
disease, and (3) the infantile condition of the cervix. This agrees with the 
widely held opinion that genital hypoplasia predisposes to genital tuber- 
culosis. 


The diagnostic and therapeutic value of puncture of the pouch of Douglas. 
The author pleads for a more general use of the “Douglas puncture’: 
on the grounds that :— (1) it is technically a simple operation, (2) many 


| 


596 Journal of Obstetrics and Gynecology 


needless operations may be avoided and on the other hand the necessity 
for operation in others may be made manifest, (3) puncture and aspiration 
of pus in the pouch cf Douglas is to be advocated as a therapeutic measure 
since convalescence is shortened and much time and expense saved, (4) 
small follicular and ovarian cysts may be evacuated in this way. 


Footprints as a means of identification in ch‘ldren. 

Henckel shows that foot prints in children can be used as a means of 
identification. The method of cbtaining prints is simple but the practical 
importance of the procedure is doubtful. 


Injuries of the abdominal wall: their importance in diagnosis. 

Kolse reports two cases of subcutaneous collections of fluid in the 
abdominal parietes following trauma. ‘The first case, a woman aged 
{6 years experienced a fall in which the anterior abdominal wall sustained 
a direct blow. : 

Since that time (which was about 15 months previous to the examin. 
ation), abdominal swelling and generalised wasting had been noted. <A 
diagnosis of ascites from either tubercular peritonitis or secondary to 
a primary carcinoma of unknown focus, was made. On operating, how- 
ever, nearly nine gallons of a greenish brown fluid were evacuated from a 
cavity external to the peritonium. Recovery was uneventful. 

A similar case is reported of a patient aged 22 years, who through a 
fall fractured two ribs. There were also signs in the lungs suggestive 
of tuberculosis. A collection of pus in the pouch of Douglas was drained 
and without any effect on the co-existing abdominal swelling, which 
proved to be an abscess of ‘the abdominal wall resulting from direct injury. 


Symmetrical gangrene of both feet following abortion. 

Brandess records a case of an unmarried woman aged 22 years who 
when first seen was suffering from severe rigors and marked pyrexia, 
which the patient attributed to an injection of salvarsan of which she 
was receiving «a course for recently acquired syphilis. On the following 
day an abortion of a three months foetus took place and two days latet 
both hands and feet were blue, cold, swollen and very painful from 
vascular spasm. After a slow convalescence the patient was able to 
walk at the end of six months. There are three possible factors in this 
case:— The syphilitic infection, salvarsan administration and the 
puerperal infection. 


Spontaneous puerperal gangrene. 

On the seventh day of the puerperium following a normal labour in 
a multipara aged 39 years, bilateral femoral thrombosis occurred, and on 
the eighteenth day spontaneous gangrene of the right foot was noted. 
There are five possible pathological explanations of this sequence of 
events :— (1) arterial embolism from endocardial vegetations or from 
the venous system via a patient foramen ovale. (2) A primary arterial 
thrombosis spreading from the placental site to the common iliac vessels 
and ultimately to the aorta, whence the vessels of the opposite side 
may become involved. (3) Venous thrombosis involving all the smaller 
tributaries and causing secondary blocking of the collateral circulation. 
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(4) Vasomotor spasm as in Raynaud’s disease and (5) the administration 
of ““Gynergen,’”’ which is a powerful vasoconstrictor. 

There was no evidence of endocarditis, and the small amount of cedema 
made a simple venous thrombosis improbable, while the asymmetry of 
the affection excludes Raynaud’s disease. Although a primary thrombosis 
cannot be excluded, especially since the cases recorded have usually 
been unilateral and occurred after a normal labour, yet it is significant 
that in this instance, an unusually large dose of ‘‘ Gynergen’’ had been 
given owing to the foul smelling lochia. Since ‘‘ Gynergen”’ is a powerful 
vaso-constrictor it is possible that it may have been an important 
causative factor. 


A danger of the Trendelenburg position. 

A patient was adinitted to hospital five hours after version and ex- 
traction had been performed for antepartum hemorrhage. In spite of 
two attempts the placenta could not be removed and as there was con- 
siderable heemorrhage tampons were used temporarily. On examination 
a ruptured uterus was found. It was removed by the vaginal route. As 
the operator could feel neither the placenta nor umbilical cord in the 
abdominal cavity, it was surmised that it must still be in the uterus. 

However on opening the uterus at the conclusion of the operation it 
was found empty. An abdominal operation was immediately per- 
formed when the placenta was discovered in the gastric area, having 
probably moved there when the patient was put in the Trendelenburg 
position for the first operation. 


The treatment of gonorrhcea in women with a living gonococcal vaccine. 

In protracted cases of gonorrhoea, a living vaccine (‘‘Gonovitan”’) gave 
good results when other methods had failed. ‘‘ Gonovitan”’ is a culture 
of living gonococci in a nutrient medium. Under these circumstances 
the organisms retain their vitality for two to three months. Injections 
were given at intervals of eight to ten days, the minimum dose being 
one milliard and the maximum twelve milliards. 


Regenerative leukoplakia of the cervix. 

Hinselmann and Esser quote two cases in which excision was performed 
for leukoplakia of the cervix, to show that this mode of treatment is not 
without its dangers. In both cases the cellular proliferation excited in 
the healing process exceeded normal limits and gave place to a new area 
of leukoplakia. 


Ovarian tumours in old age. 

Mullerheim records two cases of women of advanced years who suffered 
from malignant ovarian disease accompanied by bilateral mammary 
swellings and uterine bleeding. : 

The first case was that of a woman of 72 who complained of swelling 
and pain in both breasts and uterine bleeding. 

The uterus, which previously had been atrophic, was now enlarged and 
a tumour the size of an apple was felt in the left ovary. Curettings of 
the uterus showed no malignant changes, but the ovarian growth 
proved to be a columnar celled carcinoma. ‘The second case was that of 
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a woman of 6y, whose symptoms were similar to those of the first patient. 
In this case also a columnar celled carcinoma of the ovary was present. 
It is necessary therefore in cases of uterine bleeding in women past the 
menopause to pay attention to the ovaries. 

The mammary enlargement was probably due to increased production 
of the ovarian hormone. 


The causation and treatment of asphyxia neonatorum. 

Henkel points out that since there are many conditions which may 
cause asphyxia neonatorum, there is no simple method of treatment 
which may be adopted in every case. Forceps are often unnecessarily or 
even wrongly used with consequent damage to both mother and child. 
Asphyxia neonatorum may be due to excessively frequent or prolonged 
uterine contractions interfering with the oxygen supply to the child, in 
which case the feetal heart accelerates. On the other hand it may be due 
to pressure on the head with injury to the brain during the second stage. 
In this type of case the [cctal heart is slowed either from irritation of the 
vagus or direct stimulation of the medullary centre. Again the respiratory 
centre may be stimulated causing premature expansion of the lungs 
with consequent fatal results. The passage of meconium must not be too 
strongly stressed as a sign of foetal distress. Attention should be paid 
rather to alteration or irregularity of heart rate. If the cause of the 
asphyxia is excessive uterine contractions then the correct treatment 
is morphia or chloroform to modify these. A rigid perineum is frequently 
a cause of delay and episiotomy should be performed if necessary. 


‘*Pernokton”’ twilight sleep. 

“Pernokton”’ is a bromo-barbituric acid compound put up by Riedal 
(Berlin) in 2.2 cc. ampoules. The dose recommended is one cc. for every 
12.5 kgrms. body weight. Réttger advises the use oi the contents of 
two to three ampoules, which he gives very slowly intravenously. Should 
the patient fall asleep during the injection it is immediately stopped. In 
the majority of cases the dose mentioned above is sufficient, although 
(if required) another one cc. may be given with impunity. 176 cases were 
treated by the author in this way and he concludes from this experience 
that Pernokton is a non-poisonous, easily administered drug, which in 
two to three hours after injection produces the requisite degree of amnesia. 
It has no effect on the sympathetic nervous system and hence does not 
prolong labour. The number of cases in which forceps were uscd Was 
considerably diminished and no deleterious effects on the foetus were 
noted. 


Fatal rupture of the splenic artery during labour. 

Although rupture of the spleen during pregnancy is a comparatively 
rare occurrence, rupture of the splenic artery is even rarer. 

Since Saxtorph in 1906 first described a case of rupture of the spleen 
in labour, 13 such cases have been recorded. It is possible that the active 
formative role which the spleen plays in pregnancy may predispose to 
this condition. Rupture of the splenic artery is of pathological rather 
than of clinical interest since diagnosis is practically always made at 
the autopsy. In searching through the literature on this subject, Mavei 
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found only two cases of rupture of aneurysms of the splenic artery and 
one of rupture of the artery itself occurring during labour. The first 
was described by Smith in 1911, the second by Wesenberg in the same 
year and the third by Lundwall in 1921. 

Mayer adds the record of a fourth case. A woman aged 27 years, 
a 3-para, was first seen on October 29, 1927. She had then had labour 
pains for one day, and was complaining of severe abdominal pain. The 
membranes had ruptured five hours before the onset of the abdominal 
pain. She was a well nourished woman of small build, her temperature 
was g8.6° and the pulse 120 and small in volume. The two previous 
births, the last of which had taken place 13 years ago had been normal. 
In spite of good uterine contractions, delivery was delayed, and when 
the foetal heart, which on first exainination was 120, rose to 140 and then 
fell to 70, and meconium was passed, forceps were applied under ether 
anesthesia. The patient however did not recover consciousness and died 
1'hours after the labour. At the post-mortem, an aneurysm the size of a 
hazel nut was found on the splenic artery immediately before it branched 
out in the hilum of the spleen. The pancreas was embedded in a large 
hematoma, but there was no hemorrhage into the glandular substance. 
It would appear that ante-mortem diagnosis of such a condition can at 
most be only a possibility. 


Trans-uterine foetal injections. 

Schwarez records 6 cases in which what he terms ‘transuterine foetal 

injections ” were given. The indications for this procedure are :— 
(1) foetal asphyxia in the first stage. The improvement in the feetal 
circulatory system following injection enables the obstetrician to wait 
longer in the hope of a spontaneous delivery; (2) severe foetal asphyxia 
where immediate delivery is necessitated; the injection may give the 
child the stimulus necessary for its survival while delivery is being 
accomplished ; (3) when version is being performed, delivery either being 
contraindicated (as in placenta praevia) or difficult; (4) in delayed labour 
when weakening of the foetal heart is noted. 

In vertex presentations, injections were given with an intra-muscular 
needle (seven cm. long) through the fundus of the uterus into the buttock 
of the child. In breech presentations injections into the child’s buttock 
were given either through the os uteri or the lower uterine segment. Care 
must be taken when the breech lies high, and a longer needle than othet- 
Wise necessary is used, not to injure the testicles. Light chloroform 
anesthesia may be given before the injection is made. In no case was 
there a local or general reaction. ‘Hexeton’’ (0.01 gms.) was used as 
the cardiac stimulant. In all cases the position of the injection in the 
buttock was confirmed after birth, and in no case did intra uterine 
expansion of the lungs occur. 


Ectopic gestation. 

Heeusermann shows very strikingly in a graph the increased incidence 
of extra uterine gestation in Germany during the post war years 1920-26 
as compared with the years 1911-18. This had already been pointed out 
by Engelmann in 1923. In reviewing the 504 cases of ectopic pregnancy 
which were treated at the Stiadichen Frauenklinik at Dortmund, 
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Heeusermann shows that the number cf cases treated annually from 1911 
to 1gig varied from 10 to 20, whereas in 1920 it suddenly sprang to 44, 
since when it has not been below 4o in any year and has been as high 
as 55. It is suggested that this increase may be associated with the 
greater incidence of salpingitis consequent on more {frequently practised 
abortions. Diagnostic puncture of the pouch of Douglas was performed 
in all cases, the presence of dark fluid blood being accepted as evidence 
of either a ruptured or an aborted tubal pregnancy. Infection is the 
main factor in prognosis. From 1911-26 the mortality in 443 un-infected 
cases was 1.1 per cent. whereas in 61 infected cases it was 24 per cent. 
Abdominal operation should be delayed in infected cases while there is 
pyrexia, drainage by colpotomy being used as a temporary measure. 
Jean Smith. 
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Large gumma of the abdominal wound simulating intra-abdominal tumour. 
A. Stein and O. Hensel. 
Unusual cause of atresia of the vagina. S. Heilbronn. 
Experiences with conserved human inilk. Krieger. 
No. 14, April 6, 1928. 
*Rectal narcosis with avertin to relieve labour pains. R. Hornung. 
No. 16, April 20, 1928. 
Ou the technique of Cesarean section. G, K. Tscherepachin. 
No. 17, April 27, 1928. 
*Kttect of vigantol in infants diet. R. Vogt. 
A case of perforation of the uterus. R. Mandelbaum. 
The hundredth year of the Erlangen University Womens’ Clinic. 
H. Dehler. 


Placenta and blood grouping. 

The authors point out that Landsteiner’s discovery of grouping is of 
great practical importance, not only for medicine and forensic medicine, 
but also fcr surgery and gynzecology. The development and perfection of 
the technique of blood transfusion is entirely due to it. It is of great 
importance in forensic medicine, and has done much to solve the question 
of paternity, and in the law courts of Germany and Austria it is regarded 
as a means of definitely establishing paternity in 16 per cent. of cases. 

In a series of experiments with cells of groups O, A and B and with 
alcoholic extracts of maternal decidua and piacental villi, and with renal, 
liver and splenic extracts of the foetus, the authors find that the group 
characteristics of A can be demonstrated in the organs of the new-born 
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child and in the maternal decidua, but that the placental villi show no 
characteristic group features. 

The tembyronic tissue of the placenta is thus different from other 
embryonic tissue, so the placenta may be regarded as a neutral organ 
between the mother and the child. This touches on the probtem of homo- 
and hetero--specific pregnancy. If the placental tissue is devoid of all 
group characteristics it is difficult to understand why disturbance should 
be caused im the maternal organism by hetero-specific pregnancy, unless 
certain pathological conditions might arise to prevent the placenta fulfilling 


its function of behaving as a neutral territory between the maternal and 
intantile organisms. 


Impaction of shoulder in contracted pelvis. 

The author pays a tribute to Doederlein’s recent masterly review of 
25 years of obstetrics, in which he says that destructive operations cannot 
always be avoided in private practice. In cases of abnormal breadth of 
the shoulders, Doederlein strongly advises decapitation to ensure delivery 
of the body after the arms are brought down. The author gives details of 
a case to which he was called by a midwife attending a woman in her 
second labour. The head was low, forceps were applied in vain for a 
long time; ultimately the head was got into the vagina, the face was 
cyanosed and the child alive. Delivery, however, was impossible. It was 
first thought that deformity of the thorax was the impeding cause. After 
prolonged traction, however, it became possible to get the finger up to 
the symphysis behind which the shoulder was impacted. He succeeded 


in pressing the shoulder to the side, whereupon the delivery became easy. 
The child was apparently dead; prolonged artificial respiration produced 
a few weak breaths, but it did not live. It weighed nine and a half pounds, 
was 23 inches in length, the shoulder circumference being 15 inches. Death 
was caused by haemorrhage into the cervical cord. 
that if he had succeeded in getting the shoulder to the side earlier the 
child’s life would have been saved. 


The author considers 


Rectal narcosis with avertin to relieve labour pains. 

Avertin (Tribromethylalecohel, E.107), recently introduced by Wiil- 
staetter and Duisberg has been much discussed with regard to its 
use, both in general surgery and in gynecology. Reports of its efficiency 
and safety are somewhat conflicting. In a review of 100 cases treated by it 
in the Berlin Frauenklinik, clear and definite ideas of its uses and limita- 
tions are given. Of these 100 case, it produced satisfactory narcosis in 74. 
In 24, narcosis was not satisfactory and in two it gave rise to serious 
psychic excitement, and therefore endangered asepsis. Although it acted 
satisfactorily in three-quarters of the cases the authors do not advise its 
use in obstetrics for the following reasous: (1) In spite of ultimate and 
full narcosis, it tends to decrease the vigour of the pains, and to increase 
the duration of labour. (2) It increases the risk of post-partum haemorrhage. 
(3) Conditions of mental excitement may ceccur, which increases the 
difficulties of the safe conduct of labour, and of maintaining asepsis. (4) In 
eclampsia, the use of avertin is not free frem danger, as it is excreted in 
the urine, after preparatory coupling with glycuronic acid in the liver. 
Therefore, normal functioning of the liver and kidvey are essential to its 
use, and in eclampsia these organs are damaged, whereas the use of 
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avertin tends in some cases to cause haemorrhagic nephritis and damage 
to the liver. 


Effect of vigantol in infant’s diet. 

Vogt points out that in the animal organisin growth is conditioned 
by a certain minimal content of vitamins in the food. This is of extreme 
importance during the first weeks of extra-uterine growth. The infant’s 
principal food is milk, either maternal or cow’s milk more or less modified. 
Both of these contain vitamins A, B, and C but not D. Abel and Poulson have 
shown that vitamin D, given as cod liver oil during pregnancy, is sufficieut 
to influence favourably the intra-uterine development of the foetus. If 
given during lactation it stimulates growth during the first weeks of 
extra-uterine life. It is well known that both vitamins A and D have an 
anti-dystrophic affect, but vitamin C also appears to influence dystrophic 
conditions since infants fed without vitamin C lose weight and their 
growth is retarded, and this can be corrected by giving lemon or orange 
juice. Gyorgy has shown that vitamin B is not devoid of this quality, 
and that the addition of yeast to the food of these infants cures dystrophic 
conditions. 

Vigantol, which is obtained by irradiation of ergosterol, represents a 
pure vitamin D. It is used in the prophylactic treatment of rickets, but 
the author has also found it valuable in the treatment of poorly nourished 
and marasmic infants, and gives it immediately after birth. He administers 
it in one per cent. solution of vigantol oil, which contains ten minims of 
vitamin D in one ccm. Of this, the normal dose for infants weighing 
3,000 grammes at birth is five minims a day. Weakly children with 
dystrophic tendency must be more carefully dosed, beginning with one 
minim per day, and cautiously proceeding to the larger dose if the tendency 
to loose stools is gradually overcome. In 80 cases thus treated very satis- 
factory results were obtained. 65 of these were fed on mother’s or nurse’s 
milk, and 15 had a mixed diet of mother’s milk with artificial feeding. 
All the tests were made during the winter of 1927-1928, and the weight 
curves showed that : (1)The initial physiological loss in weight is gradu- 
ally decreased by giving vigantol from the second day. (2) The weight 
curves showed a regular and steady increase in weight, as well in the 
breast-fed infants as in those in whom partial artificial feeding was resorted 
to (3) The general condition of these children was mest satisfactory, their 
vitality increased visibly, although in some cases they were born of mothers 
Whose pregnancy had been much disturbed by kidney complications or 
general debility. 

Justina Wilson. 


Deutsche Medizinische Wochenschrift. 


No. 1, January 6, 1928 
Experiences of the treatment of gonorrhoea of the uterine canal. K. Zieler. 
No. 2, January 13, 1928. 
*Points in the treatment of women with heart disease during parturition. 
Sachs. 
No. 5, February 3, 1928. 
Further researches on transplantation of conserved ovaries. A, Lipschiitz. 
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Further experiences with avertin-twilight sleep during labour. KF. Martin. 
Practical therapy with aphrodisiaka. S. Lowe. 
On the therapy of neuroses of the sexual tract.  L. Zippert. 
Practical therapy of masturbation. H. Rehleder. 
No. 7, February 17, 1928. 
Increasing the amount of milk of nursing mothers by light treatinent. 
K. Stolte and C. Wiener. 
Cocainism and homosexuality. H. Hartmann. 
No. &, February 24, 1928. 
Practical therapy of masturbation. I. H. Schultz. 


Points in the treatment of women with heart disease during parturition. 

Sachs lays stress on the impossibility of treating all cardiac defects 
during pregnaucy. He reserves the question of interruption of pregnancy 
for heart disease to a later article. Abortion in the second or third month 
is a real danger. Cardiac treatment is, therefore, of extreme importance, 
and only the condition of the myocardium can decide when operative 
interference is necessary. In the fifth or sixth months abortion is risky 
for the heart is decompensated and does not tolerate a sudden change in 
the cardio-vascular system. The obstetrician should enquire into the cardiac 
condition during pregnancy. This gives re-assurance, and he can promise 
to relieve her of strain and pain in her hour of trial. 

In the period of dilatation psychic disturbances due to fear and labour 
pain are a danger, but can be got over by confidence and a timely but 
small dose of morphia, or by making use of rectal twilight sleep by Stein’s 
method, when the enema is given after pains have set in and after the 
os has dilated to the diameter of one inch. In the period of expulsion the 
danger is in bearing down efforts to expel. This must be prevented by a 
timely use of forceps in-a head presentation, and by extraction in pelvic 
and transverse presentations. Narcosis is a necessity, but chloroform is 
contra-indicated, and spinal narcosis, which removes all pain for 25 minutes, 
is considered better than ether. A prophylactic injection of hypophysin 
intra-muscularly guards against atony, and acts in ten minutes. 

The half sitting position is the best for cardiac cases, and injection of 
two ccms. of seccacornin intra-muscularly acts well by permanently con- 
tracting the uterus and splanchnic vessels, thus preventing bleeding into 
the abdominal vessels. This latter is a real danger because of the sudden 
contraction of the uterus, and the difficulty for the decompensated heart 
in accommodating itself to the changed pressure. A heavy sand-bag on 
the abdomen has a similar effect. After the birth of the child, quick action 
is necessary, as the moment of the emptying the uterus is critical. Shortly 
alter, the heart has usually re-adjusted itself, but here caffeine, cardiozol 
or lobelin are often a great help. To avoid injuring the child is sometimes 
difficult, for the soft parts are narrow, and often large incisions for the 
relief of tension are necessary. If made aseptically and sutured at once, 
they heal by first intention and often convert a difficult extraction into an 
easy one and protect the child’s head; but in a home delivery they are 
inadvisable, and this method should only be used when there is hindrance 
to delivery by natural means. In complicated cases Cesarean section 
is the only method of delivery available. 


Justina Wilson. 
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Monatschrift fiir Kinderheilkunde. 


: Jan.—Feb., 1928. 

Metabolism in rickets. P. Cyérgy. 

The anti-rachitic factor. H. Beumer. 

The treatment of rickets. H. Schinsky. 

The prophylaxis and treatment of rickets by drugs and diet. D. Jundell. 

The activation of ergosterin by phosphorus. W. Stoeltzner. 

Hexose monophosphate and growth. O. Jager. 

Carbohydrate metabolism in rickets. H. Heutschel. 

The Ergosterin treatment of rickets. H. Vollmer. 

The biochemical aspects of experimental and spontaneous rickets. O. 
Ullrich. 

The growth of cartilage in vitro. F. Demuth. 

The physiology of the digestive tract in infancy. E. Freundenberg. 

The sucking reflex and the examination of the taste sensation in young 
infants. 

The dietic treatment of diabetes mellitus in children. R. Priesel and 
R. Wagner. 

The importance of the water content in the metabolism of infants. Bosch. 

The institute for maternal and infant welfare at Leningrad. Hoffmann. 

Partial endocrine deficiency in mothers and infants. R. Leurath. 

*Physiological craniotabes. K. Fuerst. 

A case of megacolon transversum congenitum. K, Kranbach. 


Vol. 3, March 1928. 
*An unusual case of congenital malformation of the limbs. M. Nichamkina. 
The differential diagnosis of diarrhoea in infaucy. S. Rosenbaum. 
Thymic stridor. I. Roth. 


Allergy and strophulus. D,. Karphis 


Physiological craniotabes. 


Hitherto craniotabes has been considered usually as either a manifesta- 
tion of rickets or congenital syphilis. In a certain number of cases evidence 
of neither of these causative factors may be found and it is to these that 
the term ‘‘physiological craniotabes” is applied. A series of such cases is 
reviewed. 


An unusual case of congenital maliormation of the limbs. 


The patient was the tenth child of poor parents and was a_ breech 
presentation but otherwise the labour was normal. He was seen at the 
children’s clinic when six months old when the following facts were 
recorded :— Weight above normal; head tended to be natural in form; 
nose broad with sunken bridge (a family trait); the upper limbs represented 
by two stumps—in the upper arms the humeri were fully developed; the 
lower limbs also were represeited by two fleshy masses, but there was 
not a trace of any femur or other bone of the normal lower limb on X-ray 
examination; otherwise the child was normal and healthy. 

The possible factors underlying congenital malformations are :— 
(1) injury or functional disease of the uterus : (2) chorionic or placental 
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disease : (3) amniotic adhesions: (4) too little amniotic fluid: (5) new 
growths of the uterus, and lastly (6) infectious diseases and congenital 
syphilis. In this case the causative factor was probably trauma during 
the fifth week of pregnancy when normally the limbs begin to develop. 


Jean Smith. 


La Clinica Obstetrica. 


August, 1927. 
Some forms of post-climacteric non-carcinomatous metrorrhagia. Dewanzo. 
September, 1927. 
*Basal metabolism in pregnancy and the puerperium. Ferraccin, 
October, 1927. 
*Para-vertebral anesthesia in obstetrics and gynecology. Dellepiane and 
Badino. 
November, 1927. 
A study of anerobic bacteria in ulcerative genital carcinoma. Tropea- 
Mandelari. 
December, 1927. 
*Pre-operative radium therapy. Biologic action of radium on epithelioma 
of uterine portio. Patti. 


Basal metabolism in pregnancy and the puerperium. 

Ferracciu publishes results of personal observations on basal inetabolism 
in obstetric cases. 

The first series of examinations were made on ten women in the first 
six months of pregnancy—usually in the third month. Two cases were 
albuminuric. In a second group (33 women in the last three months 
of pregnancy) the observations were carried out nearly at term. Most of the 
women were healthy. A few suffered from tuberculosis, malaria, syphilis 
or epilepsy. A third group included women in the puerperium (40 cases). 
The examinations were made from the third to the seventh day. The cases 
were uncomplicated aud most of the women were nursing their children. 
In the last series he examined the same patients (26 in number) during 
pregnancy and in the puerperium. 

His conclusions are that :— (1) in the first six mouths the basal meta- 
bolism oscillates slightly, but is within normal limits. In only one purely 
normal case was there an increase of 12 per cent. In the two albuminuric 
cases there was a diminution of 7-11 per cent. He cannot accept pregnancy 
as the cause either of increase or diminution. It is an interesting question 
whether nephritis causes diminution. 

(2) In the last three months of pregnancy and especially at term the 
basal metabolism is constantly and conspicuously increased—on an average 
by 17.34 per cent. Malaria and tuberculosis do not affect the metabolism, 
syphilis and epilepsy may. He considers that the increase is exclusively 
due to foetal exchanges modifying the maternal functions. 

(3) In the puerperium the basal metabolism, high in the first days, 
progressively decreases with oscillations. It may fall below normal about 
the eighth day and then gradually rise. 
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Para-vertebral anesthesia in obstetrics and gynecology. 

The authors refer to the widely extended scope of para-vertebral 
anesthesia during the last few years. In general surgery and in medicine 
it is employed not only as an anesthetic, but as a means of differential 
diagnosis iu certain abdominal diseases, and with a therapeutic aim in 
numerous thoracic and abdominal troubles. 

In gynecological operations Siegel reports excellent results in 
laparotomy and in vaginal hysterectomy. Porges considers it a valuable 
therapeutic agent in dysmenorrhcea, adnexitis and hyperemesis gravidarum. 
He recommends it in the treatment of threatened abortion. 

As a means of gynecological diagnosis its indications are limited. It 
will not solve the problem ‘appendicitis or adnexitis ?” since the organs 
unplicated depend on the same vertebral segments—first to fourth lumbar. 

The authors give their personal experience of spinal anesthesia 
employed for varying ends. They followed Mandl’s method of unilateral 
injection in correspondence with the third lumbar segment. They 
excluded para-vertebral anaesthesia in laparotomy or vaginal hysterectomy. 
They considered that the extent of the vertebral segments to be influenced 
made it of little practical value. 

In 25 cases of vaginal or utero-vaginal prolapse and disease of the 
cervix they employed the method and had no bad post-operative results. 
There were few cases in which anzesthesia lasted till the end of the inter- 
vention. In most, the patient gave signs of feeling pain when the skin 
and perineal strata were involved. 

Dellepiane and Badino have not tested para-vertebral anzesthesia as 
a therapeutic measure in pelvic inflammations. In six cases of inoperable 
cervical carcinoma, they used it as an analgesic when opiates had lost 
their effect. A few minutes after injection pain ceased, but there was 
neither long nor permanent relief. 

The results obtained by para-vertebral injections in labour are interesting. 
From these it would appear that the injection does not produce true 
anesthesia, but rather a partial analgesia—eliminating the complex 
sensations due to uterine contraction and depending mainly on the 
sympathetic system. Pain produced by compression and distension of 
pelvic tissue and dependent on spinal nerves is uninfluenced. The injections 
are therefore especially advisable in pluriparce in whom pelvic resistance 
is not so great. After injection labour proceeds almost painlessly. In 
primigravidie the injection should be performed only in the expulsive 
period. Although it was found that the anasthetic had no unfavourable 
influence on uterine contractions, placental expulsion, or foetal condition, 
vet it should not be used in cases of inertia or abnormal presentation. Since 
the analgesic effect passes off in a few hours, the injection proved not only 
ineffectual, but responsible for protracted labour. 

In the last series the authors studied the action of spinal anaesthesia 
in abortion (four cases). In three cases they combined medical treatment 
with the injections. They found that the favourable action observed by 
Porges was entirely absent in all. There was a slight diminution of 
pain, but the persistence of haemorrhage imposed evacuation of the uterus. 
In one case abortion occurred spontaneously six hours after injection. 


Action of radium on epithelioma of uterine portio. 
During the last 18 months Patti has seen radium treatment of 70 cases 
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in the hospital at Catania. Most were cases of cancer of the cervix, but 
there were also some cases of cancer of the fundus and others involving the 
rectum. He describes in detail two cases , one of cancer of the cervix at the 
limit of operability and another in which cervical cancer (operated on three 
yedrs before) had been followed by wide-spread pelvic metastases. Both 
patients were treated for about 26 days with radium tubes in the vagina. 
In the second case Réntgen rays were used for the metastases, and 
radiferous needles were fixed round the metastatic masses so as to block 
the spread of cancer cells. In both cases total hysterectomy was performed 
about a month after the beginning of radium treatment. 

Both cases seemed to be clinically and anatomically cured. Histo- 
logical sections taken after operation showed that the inflammatory infiltra- 
tion and necrosis of cancer cells had been superseded by the formation of 
cicatrical tissue. 

The possibility of an ulterior development of elements for which some 
authors claim ‘latent life’? hangs over the sufferers like the sword of 
Damocles. But the author holds that the combination of radium with 
surgery offers undisputed advantages. Radium prepares the ground, 
cicatrises lesions, relieves pain, and facilitates operation. It must be 
remembered that the shock of radium is not well borne by patients whose 
kidneys and liver are diseased. 

J. H. Filshill. 


Revista Italiana de Ginecologia 


August, 1927. 

Uterine cicatrix in Cresarean section. De Moraes. 
*Diagnosis and treatment of uterine inversion. O. Mello. 

September, 1927. 
Prolapse ot the umbilical cord. Camayo. 
Obstetric shock. de Souza. 
*Virginity and pregnancy. H. Capper. 
*Vaginal dermoid cyst. Furtado. 

October, 1927. 

*Tuberculosis of the female internal genital tract. Moura. 
*Four cases of uterine inversion. de Aguiar. 
A case of pseudo-cyesis.  Bivar. 

November, 1927. 
*Tuberculosis and pregnancy. Couvelaire. 
A case of utero-placental apoplexy. Goulart. 
Surgical treatment of cervical cancer. Machado. 

December, 1927. 
Pre-natal hygiene. Camayo. 
A metrorrhagic form of puerperal infection. de Aguiar, 
Pregnancy and fibroma. Cesarean section. Coelho. 


Diagnosis and treatment of uterine inversion. 

Mello discusses the causes, diagnosis and treatment of acute and chronic 
uterine inversion. He describes eight cases (six acute, two chronic)which 
have come under his notice since 1924. 
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In hospital, uterine inversion very rarely occurs. Mello records one 
‘ase in which the accident happened during placeutal detachment. 

The few cases which occur outside are usually due to violence on the 
part of ignorant midwives in trying to expel the placenta, so that post- 
partum inversion is the most frequent variety. The possibility of inversion 
stands in direct ratio to the epoch of pregnancy, being still less frequent 
in abortion. 

Mello describes a case of complete inversion, occurring after a three 
months abortion, a week before admission. Efforts to reduce by taxis 
were in vain. Total hysterectomy was performed. 

Immediate manual reduction by taxis is the method of choice for acute 
inversion. A moot point is whether the placenta, if still adherent, should 
be detached before re-position of the uterus. If separation aud heemorrhage 
have begun there is no other course to adopt. If there be no haemorrhage, 
some recommend that the uterus should be replaced first. Mello thinks 
that the placental mass may sometimes be an obstacle to uterine reduction, 
and should be detached if possible before reduction. 

In cases of chronic inversion through tumour or prolapse, diagnosis is 
sometimes difficult. A depression in the fundus may indicate inversion, 
and extra-uterine and bimanual examination along with hysterometry 
will confirm the diagnosis. 

He refers to a case operated on by Magalhaes. The patient, aged 70, 
had suffered from inversion and prolapse for 25 years. Total abdominal 
hysterectomy was successfully performed. Mello prefers abdominal to 
vaginal hysterectomy from an ‘“‘asepsis’”? point of view. Spinal anzesthesia 
may be employed in either operation. 


Virginity and pregnancy. 

Capper describes a case of preguancy with unruptured hymen in an 
unmarried patient aged 34. He considers the case of interest because of 
the peculiar formation of the hymen, and because of the combination of 
circumstances which made him at first reserve his diagnosis. On her first 
visit the patient complained of indigestion, weight in the abdomen, and 
amenorrhcea of four months duration. She said menstruation had always 
been irregular and denied pregnancy. Examination showed a slightly 
pigmented linea alba and a median abdominal tumour negative to auscula- 
tion. The hymen was entire and rigid with a median septum bifurcate for 
about a centimetre. 

Making a provisional diagnosis of ovarian cyst—with a suspicion of 
pregnancy—he delayed operation and asked the patient to return in a 
mouth. <A radiograph was taken and a clear photograph of the embryonic 
skeleton obtained. 

Pregnancy and labour were normal. At term it was necessary to incise 
the hymen before delivery was possible. 


Vaginal dermoid cyst. 

Furtado describes a case of vaginal dermoid cyst in a viii-para. 

The history, given by the patient, aged 56. At the birth of her first 
child 39 years before, she had a long and difficult labour ending in forceps 
delivery of a very large child (still-born). For six months she was very ill 
and confined to bed, and there was a purulent vaginal discharge. A frag- 
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ment of bone from the vulva was then passed and discharge and pain 
ceased. Later teeth and hairs were passed. About this time she became 
aware that there was a small lump in the vagina, but it gave no incon- 
venience at subsequent confinements. From the first confinement onwards 
teeth were passed from the vulva at intervals sometimes of five years dura- 
tion. The menopause occurred at 48, and her health had grown worse since 
then. The lump had grown gradually larger, till about three months before 
admission it was ha:ging from the vulva and impeded walking. 

On examination, a tumour larger than a hen’s egg was seen separating 
the labia and projecting beyond them. On palpation the mass was hard 
aud a piece of bone in which teeth were inserted could be felt. The tumour 
sprang from two pedicles inserted in the floor of the vagina near the cervix. 
The tumour was removed and histological sections confirmed the diagnosis 
of dermoid cyst. 


Tuberculosis of the female internal genital tract. 

Recently the advance of pathological anatomy has shown that invasion 
of the female genital orgaus by Koch’s bacillus is by no means infrequent. 
In four years Moura has received nine cases into his hospital. Eight of 
these he considers were primary. In three cases the Fallopian tubes only 
were affected; in one only the uterus. In three cases the Fallopian tubes 
aud the uterus were diseased, and in two the entire genital tract. One 
case died of acute peritonitis following intestinal rupture at operation. 
Another died of shock at operation. 

With the exception of one case in which there was chronic obliterative 
appendicitis, he considers the others were primary infections from vaginal 
or intra-uterine contamination. His reasons for thinking the affection 
ascending or canalicular are :—(a) It is usually bi-lateral.In renal affections 
where infection is decending from the blood-stream or from lymphatics it is 
usually one kidney which is diseased. (b) It is most marked at the 
level of the mucosa (uterine) and salpingitic. (c)The rarity with which 
the ovaries are attacked considering the vascularity and: activity of these 
organs, a descending infection would probably have attacked them first. 
(d)In experiments a large proportion of positive ascending inoculations 
were obtained from the Fallopian tubes after vaginal infection. But the 
experimenters had difficulty in obtaining a tubercular salpingitis by the 
blood stream. (c)The author has not verified genital tuberculosis in a 
virgin. 

Diagnosis should be based on finding Koch’s bacillus in the secretions. 
Treatment should always be total hysterectomy as early as possible. 


Four cases of uterine inversion. 
Statistics show that acute uterine inversion is not so rare in South America 
as in Europe. In publishing four personal cases de Aguiar corroborates this 
fact. He also attempts to prove that a predisposing cause is uterine 
inertia and the provoking influence nearly always funicular traction with 
or without Credé’s expression of the placenta. In some cases the cord 
is unduly short. In others the placenta is partially separated, and the 
remaining part is firmly adherent. 

In three cases, the accident occurred at home through the impatience 
and violence of inexperienced midwives, The patients were brought to 
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hospital seriously ill with hamorrhage and shock. In every case he 
succeeded in reducing the inverted uterus by taxis under light anzesthesia. 
The patients left the hospital cured. 

In one case, the perpetrator of the mischief was an elderly colleague 
in hospital. Tired of waiting, he combined traction with Credé’s expression. 
At first he did not realize what had happened. Then pleading fatigue he 
left the task of reduction to Aguiar, who copiously and quickly irrigated 
the uterus with hot physiological saline. Then almost before anzesthesia 
had begun, he reduced a completely prolapsed and inverted ‘uterus by 
central taxis (Viardel). To maintain it in position he tamponned the 
vagina with iodoform gauze. The patient recovered. 


Tuberculosis and pregnancy. 


Couvelaire dates his interest in tuberculosis and especially in tubercular 
mothers from the years 1919—1921. At that time there was practically 
no isolation for such cases in the Paris hospitals. He then instituted a 
special maternity hospital where each patient was isolated in one room 
in the middle of a large garden, and received sanitorium treatment. 


The chief aim of this address was to point out what should be done 
i for the children of tubercular parents. About 1921, the dominant idea 
. was that there was no genuine congenital tuberculosis but that infection 
to the child came alter birth through association and contact with a 
tubercular parent or parents. Bérard opposed this view and urged that 
such children should at once be taken away from their parents. Calmette 
verified the presence of Koch’s bacillus in six foetal cases, where there was 
no apparent tubercular lesion. Couvelaire, in a series of investigations 
on So children, found a mortality of 30 per cent. Autopsy showed nothing 
but progressive wasting. In four cases he verified that if no bacillus was 
present presumably a filtrable virus was. The researches of Fontes of 
Brazil on filtrable tuberculosis revolutionized bacteriological views and 
led to the conclusion that congenital tuberculosis was not rare. 


Clinical confirmation was given by experiments in isolation, and 
rational prophylactic treatment, substituting cow’s or human milk for 
that of the tubercular mother. The mortality fell from 33 per cent. to seven 
per cent. To send a child into the country cannot always be done because 
ot expense or other reasons. 


It has lately been tried to secure prophylaxis by injecting an antitubercular 
vaccine for the newly-born (Calmette’s) in the first days of life. It is not 
always easy to distinguish between the contaminated and not-contaminated. 
Calmette recommends separation and vaccination for the children of tuber- 
cular mothers. Couvelaire does not vaccinate the children of tubercular 
fathers. He finds that shock, though exceptional, does occur rendering 
results sometimes unsatisfactory. The important points are :— (1) Isola- 
tion of tubercular women and (2) isolation of the children of tubercular 
women, 


Pregnancy and fibroma: Ca#sarean section. 


Coclho describes a case in which a fibroma so complicated delivery that 
Ceesarean section became necessary. ‘The patient (aet 38, vii-para) had 
ealled him to her sixth confinement, — Delivery occurred spontaneously 
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and he then discovered a tumour to the right of the uterus. The patient 
refused operation. Eighteen months later the seventh confinement took 
place naturally. In the fourth month of the eighth pregnancy there was 
some hemorrhage, and a much larger tumour was detected. Hzemorrhage 
was stopped but recurred from time to time, always at the same hour-— 
about midnight. As pregnancy went on the attacks of bleeding were 
worse. Near term she was admitted to a nursing home. When labour 
began, there was slight hemorrhage and contractions were good. At each 
contraction the tumour was thrown across the pelvis and obstructed 
progress, and Czesarean section was performed. 

On opening the abdomen it was found that the tumour covered the 
whole of the broad ligament and was united with the uterus on its right 
and posterior faces. A female child was extracted from the uterus in a 
dying condition and could not be revived. The placenta was inserted on 
the inferior segment of the uterus at the margin of the cervix. Sub-total 
supra-vaginal hysterectomy was performed, leaving the left ovary. The 
patient recovered. The mass removed, consisting of ovary, uterus and 
tumour, weighed twelve kilograms. 


J. H. Filshill. 


Cancer Review. 


The following abstracts are abstracted from ‘The Cancer Review: A 
Journal of Abstracts,’ by kind permission of the British Empire Cancer 
Campaign. 


Vol. iii, No. 6, June 1928. 


Cancer in young persons. (3. GULDBERG, Norsk. Mag. for L@gevid, 1927, SS, 
pp. 1140-1155; in Norwegian with summary in English. 


A valuable and interesting analysis of 157 cases of cancer in persons not 
over 30 years of age, collected from among 4,612 cases of cancer at all ages 
of which records were available in the Institute of Pathological Anatomy, 
Rikshospital, Oslo. Of the 157 cases, 11 Were in persons under 16 vears of 
age, and 53 were cases in which the tumour arose in the breast, uterus, 
or ovary. Among the tumours recorded are 10 appendix carcinoids ; 
two epitheliomas of the cesophagus—one in a man aged 20, the other in a man 
of 28 who when five or six years old had drunk a caustic alkali (? a sear 
cancer with incubation period of 22 years); adenocarcinoma of the pylorus, 
which ran a very rapid course, in a man of 20; carcinoma of the ileum in 
a girl of 18; spectacle cancer in a woman of 28; rodent ulcer of the face 
in a male of 19; X-ray cancer, 15 years after exposure, in a man of 28; 
epithelioma of the anus in a man aged 29, who had sutlered from piles 
for 15 years. There is a good bibliography. (For another collection of cases 
in young persons, see Fowler, Surg., Gynecol. and Obst., 1026, 43, De 73: 
this REvirw, 1927, 2, Abstract 1, p. 1.) 


Kennaway. 


/ 
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Malignant disease in young persons. 
Pp. 1999-2001. 

A collection of cases of cancer in young persons, with a theoretical 
discussion. Among the cases mentioned is one of carcinoma of the colon 
in a stillborn child. The author emphasizes (1) the great danger of missing 
some early cases of cancer if the youth of the patient is allowed too much 
weight in the diagnosis, (2) the fact that we cannot know at how early an 
age the first abnormal changes in growth occurred which lead later on to 
the ordinary case of carcinoma in a middle-aged or elderly person. 


V.E. MERTENS, Med. Klin., 1927, 23, 


E. L. Kennaway. 


The relation of heredity to spontaneous thyroid tumours in mice. 
of Cancer Research, 1927, 11, pp. 54-71. 


M. SLYE, Journ. 


Spontaneous thyroid tumours in mice have been reported only by Slye 
(this Revirw, 1927, 2, Abstract 273, p. 130) and are rare in rodents generally. 
It would therefore be difficult to attribute to chance the occurrence of 
malignant thyroid tumours in considerable numbers in a given strain of 
mice. In Slye’s laboratory, 23 mice have shown thyroid enlargements, of 
which four have been colloid goitres, two papillary adenomas and 17 malig- 
nant growths. Of the latter, 11 occurred in one strain of Japanese waltzing 
mice which was extensively studied in order to establish a relation between 
heredity and cancer susceptibility. Six stocks of the Japanese waltzing 
mice have been investigated, of which four have never shown any tumours, 
one has given mammary tumours, and the remaining one 11 malignant 
thyroid tumours and none of other kinds. The author emphasizes the 
freedom from cancer in the other stocks apart from the two mentioned, 
although all were kept under identical conditions. Experiments were 
therefore made by crossing individuals of the strain susceptible to thyroid 
cancer with those of the Japanese waltzing strains which had proved 
resistant to cancer. No tumours appeared in the first hybrid generation, but 
by mating individuals of this hybrid generation thyroid carcinoma appeared 
in the following generation in accordance with the expectation for a recessive 
character in Mendelian inheritance. (No experiments in mating two recessive 
thyroid cancer bearers seem to have been done.) Ina family of 133 members 
in direct descent, bred through 28 generations, 11 malignant growths of the 
thyroid occurred, 8.2 per cent. of all deaths, and in these 28 generations there 
has not been a tumour of any other organ. Thus by mating hybrid carriers 
of the susceptibility to thyroid cancer with mice of a resistant strain ‘‘it has 
been possible to hold off the recurrence of malignancy for as many genera- 
tions as desired,” and then to reproduce thyroid cancer after six generations 
of hybrids by mating two hybrid carriers. This result is in accord with the 
author’s previous results for tumours of other types and locations, and 
charts are given showing the different matings. The theory of Burrows 
on the influence of archusia and ergusia, identified with vitamins B and A 
respectively, is criticized, as the author points out that none of these mice 
or others with spontaneous tumours in her laboratory have received diets 
deficient in vitamins. The average age of those mice without cancer was 
10.6 months, and that of those with thyroid cancer was 11.6 months. Since 
the tumours of the thyroid appear when the mouse is 6 to 7 months old, 
age was not a factor in determining susceptibility to thyroid cancer. (From 
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this it would appear that thyroid cancer slighly increases the expectation 
of life for a mouse, and that thyroid cancers are not markedly malignant.) 
The author suggests that, in addition to the hereditary factor, the constant 
vibratory motion and the position in which the head is held in these 
waltzing strains may be ‘‘the causative irritation factor” in these mice. 


H. J. B. Fry. 


Studies on the relation between tumour susceptibility and heridity. IV. The 
inheritance of susceptibility to tar-induced tumours in the lungs of mice. 

C. J. Lyncu, Journ of Exper. Med., 1927, 46, pp. 917-933. 

In this paper the author gives the results of experiments on the relation 
between chronic irritation and a demonstrated hereditary susceptibility to 
lung tumours, in order to determine whether susceptibility to tumours 
produced by tar is also hereditary in character. For this purpose two strains 
of mice were taken, an agouti strain (No. 1194) and the Bagg albino, 
the former having a lung tumour incidence in mice twelve months old of 
6.73 per cent., while in the latter the incidence is 37.04 per cent., a signiii- 
cant difference of 30 per cent. To 30 mice of each strain, tar was applied at 12 
different regions of the body, instead of one spot. The painting was done 
thrice weekly, each area having four applications, over a period of about 
four months. The tar dissolved in benzene was a residue obtained after 
distillation at 300° C., from which acids, bases and phenols had been 
removed. The animals were killed 6’months after the cessation of tarring 
when about 12 or 13 years old. After such treatment very few mice 
develop skin tumours, but a certain percentage develop primary tumours 
of the lung. To differentiate between the spontaneous and the tar-induced 
tumours attention was paid to the age, since the youngest mouse in the Bagg 
strain in which a spontaneous lung tumour had been found was 15 months 
and in the agoutis 18 months old. A marked lowering of the tumour age or 
increase in the tumour rate might therefore reasonably be attributed to the 
tarring. After tarring the rate of lung tumours rose in the agouti strain 
from 6.73 per cent. to 22.45 per cent., and in the Bagg strain from 37.04 per 
cent. to 85.42 per cent. Since the difference is eleven times the probable 
error, it can certainly be regarded as significant. The two strains were 
then crossed, the resultant (F,) generation were tarred in the same way, and 
the 28 mice gave 79 per cent. of tumours, almost as high as the parent 
strain with a high tumour incidence. With the F, generation were back- 
crossed with the high tumour strain, a high rate of incidence, 81 per cent., 
was obtained in 37 mice, but when back-crossed with the low tumour strain 
(No. 1194) the rate dropped to 39 per cent. in 38 mice. The percentage of 
tumours obtained in the lungs of mice after tarring therefore depends 
largely on the strain of mice used, and the high tumour rate in the F, 
generation suggests that at least one susceptibility factor is dominant. 
(Cf. also Jones, this Review, 1928, 3, Abstract 192, p. 114). 


H.. J. B Fry: 


Chorionepithelioma. E. BostRoEM, Beitr. 2. Pathol. Anat u. 2. allgem. Pathol., 
1927, 20, PP. 293-373: 

This paper suggests a lack of sympathy with the reader or inadequate 

editing, since it consists of eighty pages of text without a single cross- 
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heading or recognizable summary. This renders it difficult to abstract 
shortly, but its general purport may be stated briefly as follows. ‘‘The most 
significant result of this morphological study is the recognition that the 
varied and biologically unequal cells of the chorionepithelioma take their 
origin from an undifferentiated mesenchymal tissue similar to embryonic 
mesenchyme, that is, from the universally present germinal tissue (Keim- 
gewebe) connected with the blood capillaries.”’ The author’s conception is 
indeed somewhat revolutionary, as he considers that chorionepithelioma is 
not derived, as generally supposed, from the cells of the chorionic villi, 
but from the above mentioned cells associated with the vessels and capil 
laries in the organs in which the growth occurs. In support of this thesis 
he brings forward the following facts. (1) The occurrence of ectopic chorion- 
epithelioma of the body without a demonstrable primary growth in the 
uterus. (2) The presence of chorionepitheliomas in males. (3) The absence 
of definite proof of the genesis of chorionepitheliomas from the cells of the 
chorionic villi. The author rejects the ordinary explanations of these 
objections to the current theory of origin of chorionepithelioma, for example 
late metastases from a primary healed tumour of the uterus, the dissemina- 
tion of chorionic epithelium in the blood-stream with subsequent malignant 
change, the presence of embryonic rests giving rise to chorionepithelioma 
and the teratomatous nature of this tumour in males. He does not accept 
the foetal origin of the growth. He points out that all other growths are 
derived from the cells of the body itself. The presence of chorionepithelioma 
at various sites in the body is not to be regarded as due to metastasis but 
to proliferation of the cells of this universally present undifferentiated 
germinal tissue in connection with the blood-vessels, and therefore of true 
body cells. It is this tissue which in the male, as well as the female, can give 
rise to single or multiple primary growths of the character of chorionepi- 
thelioma in various parts of the body. From the cells of this tissue, which 
he identifies with adventitial cells or cells of the walls of the blood-vessels 
and capillaries, are formed first undifferentiated cells (the multinucleated 
syncytial cells) or the more sharply defined cells which he designates 
“primary growth cells.’’ From both of these are derived the Langhans 
cells, characteristic of the growth, by an intracellular transformation. He 
regards the syncytial cells of the typical forms as ‘“‘primary growth cells” 
derived from the germinal tissue of the larger capillaries, and those of the 
atypical form as being derived from the cells of the walls of the smallest 
capillaries. 

In spite of the well-known relation of the growth to the blood-vessels, 
he does not accept the conventional view of the invasion of the vessels 
and inctastatic formation, but believes that the growth arises in connection 
with the vessels at the sites and in the organs in which they are found. The 
dilatation and proliferation of the blood-vessels in the region of the growth 
he believes to be due not to the presence of the growth but to some stimulat- 
ing substance of ‘Shormonal”’ nature, and in the drying up of the source of 
this substance lies the solution of the problem of growth, in the author’s 
opinion, since a growth nodule can only grow at its periphery under the 
influence of this substance upon the vessels and germinal tissue. He deals 
with the characters of chorionepithelioma at various sites in the body, and 
and asserts that in the ovary he has found a complete transformation of 
the walls of the capillaries into syneytia. In the liver he finds that the 
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syncytia enclose the trabeculze of liver cells and he believes that the growth 
arises in the Kupffer cells, which he regards as developmentally the same 
as the germinal tissue mentioned above. He asserts the complete identity 
of the tissues forming the blood-vessels of the liver with mesenchymal 
tissue, and states that chorionepitheliomas may form actual blood vascular 
spaces and blood elements. [He would thus seem to identify the chorion- 
epitheliomas with tumours of the blood-forming tissues of the liver 
described under the head of hamendothelioma by Peyron, Corsy and 


Surmont (see this Review, 1927, 2, Abstract 967, p. 477), with which his 
illustrations correspond. | 


He thinks that chorionepithelioma spreads not by division of its cells 
but by the dispersal of undifferentiated “primary growth cells’? from the 
germinal tissue of the vessels in the vicinity of the growth, and similarly 
explains the pluricentric origin of the growth in the same organ or indi- 
vidual as due to the growth stimulus acting simultaneously at different 
points on this germinal tissue. In the brain, kidney and lungs, chorion- 
epithelioma arises not as metastases, but as the result of the formation of 
primary growth cells in the germinal tissue of these regions, and he con- 
siders that the structure and development of the growth in different organs 
so completely correspond that a difference between primary and metastatic 
growths does not exist. He is finally forced to conclude that the cellular 
layers of the chorionic villi have the same origin as that of chorion- 
epithelioma and that they are therefore of maternal origin. 


[The author does not seem to take sufficiently into account that in 
the majority of cases or chorionepithelioma the growth does in fact follow 
a pregnancy, and apart from pregnancy is of rare occurrence, and he appears 
to erect his theory more in order to explain the apparent exceptions to this 
rule which are explicable in other ways. It seems remarkable that, if 
chorion epithelioma is derived from this universally persistent germinal 
tissue, it should not occur more frequently. It is impossible, however, to 
discuss all the implications of this theory, based as it is upon interpreta- 
tions of morphological appearances, which are obviously liable to error. ] 


H. J. B. Fry. 


Carcinoma of the cervix: treatment by a combination of Réntgen rays, radium, and 
electrothermic coagulation. J, T. StevENS, Radiology, 1928, 10, pp. 57-61. 


The pathology of carcinoma of the cervix is dealt with briefly. Squamous- 
cell carcinoma is the most frequent type and the most resistant to radiation 
treatment. Adenocarcinoma is the least resistant to radiation and is not 
so frequent in occurrence. As the terms operable and inoperable are too 
elastic, the Schmitz classification is adopted. This divides the cases into 
five groups. (1) The growth is definitely localized to the cervix. (2) The 
localization of the growth to the cervix is doubtful and there is bogginess of 
the tissues about it. (3) There is induration of the contiguous tissues and 
organs. (4) There is cachexia and definite metastasis. (5) Recurrent 
cases. The author’s results are tabulated in three tables. The first table 
shows that the earlier the treatment the better the results. In group 1 
practically all cases should recover. Group 2 gives less than 50 per cent. 
of cures, group 3 about 10 per cent. and in groups 4 and 5 there are practi- 
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cally no cures. Table 2 compares the author’s results with those of other 
workers, and shows how improvements in technique during recent years 
have materially improved the chances of recovery and amelioration. Table 
4 shows that the radiotherapist is dealing mostly with cases in groups 3, 
4 and 5, i.e., the unfavourable cases. Despite this the percentage of cures 
is 8.5. The author believes that it is best to begin treatment by thorough 
irradiation of the pelvic contents. For this purpose X-rays generated by 
not less than 2co k.v. are employed. The author delivers ou the pelvis 
about { HED, and repeats this in a fortnight. The primary growth is 
then removed by electrocoagulation, which has the distinct advantage of 
removing the neoplasm as a mass of dead tissue instead of as a mass of 
viable cells. Radium implantation is then carried out. Needles are buried 
evenly throughout the coagulated area and a capsule of not less than 50 
mgrm, of radium element is pushed into the uterine cavity. Four to eight 
weeks later, another dose of high voltage X-rays is administered. ‘In 
its earliest stages carcinoma of the cervix is so simple to eradicate by means 
of radiotherapeutic methods that little else is necessary and in its later 
stages no other method of treatment can hope to accomplish anything. 
This ts at present the consensus of opinion of surgeons and radiotherapeutists 
in this country (U.S.A.) and likewise abroad.’ The interesting point in 
this paper is that table 2 shows that the inclusion of electrocoagulation in 
the treatment improves the results. Unfortunately the tables are only a 
record of cases treated up to 1922. 
P. J. Kerley. 


| 
| 


REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. ‘ 


A Meeting was held at Liverpool on Friday, March 16, 1928. 


Dr. kK. V. Battry, (Manchester) described a case of 
H4:MATOMA OF THE ABDOMINAL WALL. 


Mrs. L. aged 50, was admitted to the Royal Infirmary suffering from 
severe lower abdominal pain. A diagnosis of possible rupture of an 
ectopic pregnancy had been made prior to admission. 

The history was as follows:— The patient had had three full time 
normal deliveries, the last one being ten years ago—no miscarriages. 
Menstruation was regular, occurring every four weeks and lasting three 
days with a normal loss. There was no history of amenorrhea. The 
patient had suffered from a very troublesome cough during the week 
preceding her adinission to hospital. During a fit of coughing she ex- 
perienced a sudden, sharp, cutting pain in the lower abdomen. The pain 
localised to a spot the size of half a crown, slightly to the right side of 
the middle line in the suprapubic region, lasted for two hours, and recurred 
with renewed violence after a medical examination by her own doctor. 
It then gradually subsided and on admission there remained a dull aching 
pain over a circumscribed area in the right iliac region where slight 
swelling was present. There was no nausea or vomiting. 

On admission there was an area of acute superficial tenderness in 
the suprapubic region, and Professor Douglas suggested the probability of 
a hematoma in the abdominal wall. 

Local counter-irritant treatment was applied during the next three 
days, but some pain and tenderness still remained. The temperature 
was slightly raised, and the pulse rate varied between go and 96. The 
slight abdominal swelling subsided, but there was definite tenderness 
in the lower abdomen on palpation. The pelvic examination, under an 
anesthetic, disclosed no gross evidence of ectopic gestation. The 
uterus was bulky but in mobile anteversion, and the uterine appendages 
were normal. 

The pelvis was explored through a small laparotomy incision, with 
the view of clearing away a possible haematoma of the abdominal wall 
en route, and of excluding the possibility of an early tubal abortion. It 
was soon evident that a vessel had ruptured in the abdominal wall, as 
both recti muscles were densely infiltrated with blood along the greater 
part of their length from the pubes to the umbilicus. The site of rupture, 
with the formation of a haematoma, was found on the under surface of 
the right rectus muscle, about three inches above the symphysis. The 
blood clot was cleared out and a raw looking area treated by haemostatic 
suture. The site of the hematoma was then treated with bismuth, 
iodoform and paraffin mixture. The normal condition of the pelvic organs 
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was verified and the abdominal wall re-sutured. The patient recovered. 
It would appear, therefore, that the fit of coughing had brought about 
the rupture of a small vessel on the under surface of the rectus muscle. 

The late Professor Fothergill read a paper to this Society in April 
19260 entitled ‘‘ Hematoma in the Abdominal Wall simulating New 
Growths,”” in which he reported three cases. The present case differed 
somewhat in that the swelling caused by a haematoma was only slight 
and quickly subsided. Professor Fothergill discussed the differential 
diagnosis of this condition from various pelvic tumours. Diagnoses of 
torsion of the pedicle of ovarian cyst, uterine fibroid with degeneration, 
and myoma of the round ligament, were made in his cases. In this case 
a diagnosis of ectopic pregnancy had been made. Professor Fothergill 
considered that active surgical treatment was likely to give a_ better 
result than expectant treatment, on account of the possibility of the 
occurrence of secondary infection. The site of the hamatoma was the 
saine in Professor Fothergill’s cases and the present case viz :—The under 
surface of the rectus muscle in the region below the level of the semilunar 
fold of Douglas. 


Mr. King (Sheffield) said that rupture of the rectus muscle, rather than 
rupture of a blood vessel alone, was the usual factor in the causation ot 
these hematoma, and suggested that such might have been the case in 
the present instance. 


Dr. J. W. Burns, (Liverpool) described a case of Pregnancy with an 
Unusual Attitude of the Child in Utero prior to the Onset of Labour. 

Mrs. F. L. wt 32 years. Multipara. Three living children out of five 
normal labours and one miscarriage. Date of last menstrual period Feb- 
ruary 23, 1927 Iabour due November 30, 1927. The patient first came 
to the Antenatal Clinic of the Liverpool Maternity Hospital about the 
3oth week of pregnancy. She had been under treatment for bronchitis, 
which did not respond well to treatment. 

Throughout the antenatal period from the 13th week onwards there 
seemed to be a marked disposition on the part of the child to change its 
position frequently. At the beginning of the 39th week the position was 
transverse with the head in the right iliac fossa. The foetal heart sounds 
were heard loudly in the middle line about three inches above the 
symphysis. External version was tried but it was found impossible to 
move the head out of the right iliac fossa. On attempting to push the 
breech up towards the fundus it rotated forwards and could be brought 
almost over to the right side but returned to its original position at 
once. 

The case was X-rayed by Dr. R. EK. Roberts, who sent two very inter- 
esting and instructive films. The child was lying with the head in the right 
iliac fossa hyperextended, the thorax was over the brim of the pelvis 
with the arms behind the back. The back was extended and the thighs 
extended with the legs flexed at the knees so that the feet were approach- 
ing the occiput. 

With the radiograms to help external version was again attempted, 
but without success, and the reason was clear from a consideration of 
the attitude of the child. Pressure applied to the head in any direction 
per abdomen only served to increase the extension. The breech could 
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not be manipulated on account of the extended condition of the limbs. 
Combined external and internal version could not be carried out without 
an anesthetic and this was contraindicated on account of the patient’s 
chest condition. Czesarean section, under spinal anesthesia, was chosen 
as the best way out of the difficulty. This was carried out on the 283rd 
day of gestation. Stovaine one c.c. was injected into the spinal canal 
in the second lumbar space and the patient was ready for operation in 
about ten minutes. 

Before proceeding with the operation and while the abdomen was 
anesthetic version was again tried, but without success. The operation 
presented no difficulty and was quickly carried out. A noticeable feature 
was the almost complete absence of bleeding from the uterine incision. 
This absence of bleeding was also noted in six other cases in which 
spinal anzesthesia was employed. 

On opening the uterus the child was found lying in the position and 
attitude described. Delivery was easy and the placenta was found on 
the posterior wall somewhat lower than usual. Whether this low position 
of the placenta had been an actiological factor in the causation of the 
presentation was hard to say. It was not abnormal in size or bulkiness. 
There were two small white infarcts towards the centre. The child 
weighed eight pounds four ounces and was normal and fully developed. 

With the exception of an exacerbation of the chest symptoms in the 
first 24 hours, the patient made a splendid recovery. There was no 
mention of a similar case in any of the standard books on Obstetrics. 
The nearest approach to this case was the transverse presentation in 
which the back was posterior and the right arm had prolapsed. In this 
case, however, labour had started and the driving down of the right 
shoulder into the pelvis had brought about the extension of the head and 
spine. In the case reported the malposition was present and_ persisted 
for at least a week before operation. In the majority of transverse presen- 
tations before the onset of labour while the head might be extended the 
limbs remained flexed and so it was comparatively easy to grip either 
pole of the child and convert the transverse lie to a vertical one. 

All the usual causes of transverse presentation were absent in this 
case and it was very difficult to try to formulate any theory as to its cause. 


Mr A. Goucu, (Leeds) described a case of 
SARCOMA OF THE OVARY ASSOCIATED WITH METRORRHAGIA IN A WOMAN OF 65. 


The patient was a lady 65 years of age, who had had 11 children, and 
had passed the menopause twenty years before. For six months she 
had had an irregular blood-stained discharge. She had occasionally felt 
a slight pain in the right iliac region. Her appetite was poor and there 
had been some deterioration in her general health. 

On examination the uterus was bulky, being especially thick in its 
antero-posterior dimension. In the pouch of Douglas there was a hard 
movable mass, which felt like a subserous fibroid; but it seemed unlikely 
that this could be its nature when one remembered her eleven children. 
The examination caused an increase in the amount of bleeding. 

It was considered that there was probably a cancer of the body of the 
uterus. The patient’s multiparity was rather opposed to this, but such 
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cases had been seen in women who had had large families. The abdomen 
was opened on February 28, 1928, and the mass previously felt was found 
to be a tumour of the right ovary. There were no adhesions and the tumour 
was as hard as an ordinary myoma. A few minute nodules were noticed 
on the surface of the uterus and Fallopian tubes. The whole uterus was 
removed, together with its appendages. The uterus was 3% inches long 
and its wall was an inch thick. On the peritoneal surface were seen 
some minute nodules, a little larger than miliary tubercles. The cut 
surface showed the uterine muscle to be pale and uneven in texture. The 
arteries in the wall of the uterus stood out prominently. The endometrium 
was fully } inch thick and its inner surface showed a dark red mottling. 

The right ovary formed a tumour measuring 3 x 2 x 1} inches. The 
colour was yellowish white. It very roughly retained tis characteristic 
shape. The surface presented some low rounded prominences, and some 
large superficial veins were seen. The section showed a brain-like appear- 
ance. There were some ill defined yellowish portions which could be 
distinguished from the paler background. The left ovary appeared normal 
for the patient’s age, and the Fallopian tubes were normal except for the 
nodules on the peritoneal surface. 

Sections of the right ovary, right Fallopian tube, left ovary and uterus 
were cut. The tumour was a sarcoma composed of short spindle cells, 
which occurred in large tracts separated by more fibrous areas. 

The cellular and fibrous portions merged into each other, showing 
both to be of connective tissue origin. A few mitotic figures could be seen, 
suggesting that the degree of malignancy was comparatively low. 

The section of the right Fallopian tube passed through two of the 
nodules previously noted on naked-eye inspection. They were seen to be 
cysts lined with cuboidal or flattened epithelial cells, mostly in a single 
layer, but in one part they were half-a-dozen cells deep. There was also 
a small solid group of cells, which might be homologous with the cysts, 
but possibly a sarcomatous deposit. 

The left ovary contained corpora albicantia, but no Graafian follicles. 
It also contained a cyst lined with one or two layers of cuboid cells 
similar to those on the Fallopian tube. 

The uterine sections showed a very well developed endometrium. The 
lining of the uterine cavity, composed of columnar cells was preserved 
in most parts. The glands were well-formed and many of them were 
distended to form small retention cysts. In the endometrial stroma 
there was some extravasated blood. The endometrial glands penetrated 
a considerable distance into the muscular wall of the uterus, in a way 
which justified the use of the term ‘‘endometrioma.’? The muscle was 
normal in the inner half, but towards the outer surface of the uterus the 
appearance was curiously patchy, and this was due to hyaline degeneration 
of some of the fibres. A section passing through a nodule on the peritoneal 
surface again showed a cyst lined with a single layer of epithelium. 

The special feature of this case was the occurrence of uterine haemori- 
hage long after the menopause. This was known to have occurred in 
connection with carcinoma of the ovary, but so far it had not been de- 
scribed in cases of ovarian sarcoma. : 

The condition of the endometrium was in marked contrast to that 
usually found after the menopause. This suggested that the tumour had 
produced some hormone which had stimulated the endometrium into 
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activity and even over-stimulated it to the point of forming an endomet- 
rioma. It was quite likely that the small cysts on the peritoneal surface 
of the uterus, Fallopian tubes and left ovary were of endometrial origin, 
either by continuous growth or by implantation. 

If this explanation was correct, it indicated that a hormone stimulating 
the activity of the endometrium might be derived from connective tissue 
cells, for there was no possible source in any ovarian epithelium. 


Mr. A. LEYLAND Rosinson, (Liverpool) showed a specimen of 
TORSION OF HYDRO-SALPINX 


removed from a multiparous woman of 48, who was the mother of 17 
children, two of whom were born before menstruation commenced. For 
twelve months she had complained of irregular and somewhat excessive 
menstrual bleeding and for nine months had been subject to paroxysmal 
attacks of pain in the lower abdomen, chiefly on the right side; this pain 
was colicky in character, increased by constipation and relieved by 
purgatives. 

On examination she had a tender fixed right appendage swelling. At 
operation, the left Fallopian tube was found to be closed and contained 
a small quantity of clear fluid: the right appendage was lightly adherent 
to the rectum and back of the uterus and at first sight appeared to be 
a small twisted ovarian cyst. On closer examination, however, it was 
found that the ovary was quite separate from the Fallopian tube and not 
involved in the torsion, and that what had been taken for a cyst was the 
distal portion of the Fallopian tube, closed and distended with extra- 
vasated blood. 

Although torsion of the Fallopian tube was common when the latter 
formed a part of the pedicle of a twisted ovarian cyst, primary torsion 
of the Fallopian tube was rare. It was difficult to know how this condition 
was brought about but possibly constipation and muscular straining 
might have been a factor in this case. The twist had been so complete 
that the distal end of the Fallopian tube had been almost amputated and 
the distended portion had a very slender connection with its pedicle, i.e. 
the proximal part of the Fallopian tube. The specimen was also of 
interest because it illustrated one mechanism whereby a so-called parasitic 
cyst might be formed in the pelvis. If the tubal pedicle of a twisted 
hydro-salpinx were completely strangled, a pseudo-cyst might be set free 
to acquire a new blood supply and new anatomical relationships, thus 
obscuring, if not obliterating, the signs of its real source of origin. 


Mr. J. E. Stacey, (Sheffield) showed a specimen of 
TORSION OF THE FALLOPIAN TUBE AND OVARY DURING PREGNANCY. 


Mrs. L. age 27, was admitted March 17, 1927. Married for six years 
she had a doubtful history of a two months miscarriage two years 
previously, and a certain one of gonorrhoea at the same time. She gave 
a history that a few hours before admission she was seized with a sudden, 
acute, agonizing pain in the right iliac fossa and back, which came on 
whilst she was quietly sitting reading. She vomited, but did not faint. 


She had had three months amenorrhcea accompanied by morning sickness 


which had ceased for several days. There was no vaginal loss. The 
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breasts showed signs of an early pregnancy change. There was tenderness 
and rigidity in the right iliac fossa and bimanual examination revealed 
a uterus with the characteristics of a three months pregnancy, and behind 
and to the right an intensely tender swelling the size of a tangerine. A 
diagnosis of pregnancy in the uterus accompanied by a right tubal 
gestation was made and laparotomy performed next day. 


At operation a normal three months pregnant uterus was encountered 
and the right Fallopian tube was seen to have undergone torsion (pro- 
nation) through 360 degrees carrying with it the broad ligament and 
ovary. The torsion had occurred at the isthmus and as the oedema and 
congestion were so pronounced it was thought that the blood supply 
had been too badly interfered with to warrant leaving the organs. 
Accordingly a salpingo-oophorectomy was performed. The other Fallopian 
tube and ovary were normal. The patient recovered and on September 
22nd, 1927, was delivered of a full term living female child weighing 
eight pounds. 


The specimen had lost much of its characters from hardening, but 
showed two grooves at the uterine end, and the ovary containing the 
corpus luteum of pregnancy (one inch diameter) was cedematous and two 
inches in length. 

Cases of torsion occurring in a normal Fallopian tube and ovary were 
sufficiently rare to warrant a record being made of them. In 1912 Auvrey 
in the Bulletin de la Société d’Obstetrique de Paris No. 7 July - 1912 
published an exhaustive review of the cases recorded in the ‘ littérature ” 
and grouped them under three heads. 

Those occurring in (1) In a hernia 19 cases. 
(2) Apart from pregnancy 6 cases. 
(3) During pregnancy 3 cases. 

In 1921 Smith and Butler in the American Journal of Obstetrics 
November 1921, added to these nine cases a further five, making 14 in all. 
Nine of these involved the Fallopian tube and ovary and five the Fallopian 
tube alone. Since 1921 a further case had been added by their President, 
Dr. Leith Murray, who reported the case to this Society at the Man- 
chester Meeting in 1923. A further specimen removed by Mr. Cuff was 
in the museum at Sheffield. 

Of the 16 cases reported up to date, three only occurred during preg- 
nancy and all went to term and were delivered of living children in spite 
of removal of ovary. 

In the present case this was interesting in view of the fact that the 
ovary was the site of the corpus luteum of pregnancy, so that a doubt must 
be thrown on the view that labour was a process initiated by a corpus 
luteum hormone activating the pituitary gland. 


Dr. A. A. GEMMELL, (Liverpool) read a paper on 
Cystoscopy IN CARCINOMA OF THE CERVIX. 
which appears in this Journal on page 465, 


Mr. KENNEN (Liverpool) congratulated Dr. Gemmell on his intensive 
cystoseopic study of carcinoma of the cervix and more especially on his 
interesting observation that with the cystoscope early adhesion to the 
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bladder could be detected by following the movements of the cervix, 
reacting to the drag on a volsellum forceps. A sign so simple should be 
of wide application and value. Transverse ridging and bullous cedema, 
if in the retrotrigonal area of the bladder, had a grave significance. 


The President said that he knew from personal experience the value of 


cystoscopic examination as an aid to the diagnosis of operability in cases 
of carcinoma of the cervix. 


Professor Miles Phillips (Sheffield) said that he had found the cystoscope 
of great value and agreed that the ridge and furrow appearance was a 
sign that the limits of operability had been reached. 


Mr. Jeans (Liverpool) agreed that the appearance of the ureteric orifices 
was no guide as to the condition of the ureters in relation to extension of the 
growth. 
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THE MIDLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


The third general meeting of the session was held in Birmingham on 
February 14th, Professor D. C. Rayner (The President) in the chair. 


Mr. FuRN®AUX JORDAN, (Birmingham) exhibited a specimen of 
PULMONARY EMBOLISM 

The patient, a primapara aged 45, had a natural delivery on January ist, 
1928; followed by a normal and apyrexial puerperium. She was allowed 
to get up on the eighth day, when on walking to a chair she suddenly 
became giddy. She was at once put back to bed, but later became cyanosed, 
dyspneeic and retched frequently. Later there was severe epigastric 
pain and restlessness : she rapidly became unconscious and died 2} hours 
after the first symptoms. 

At the post-mortem examination a firm embolus 2$ inches long was 
found at the bifurcation of the pulmonary artery. The uterus was well 
involuted and the placental site was normal. There was a small degener- 
ating fibroid in the anterior wall of the uterus. 

Mr. FoRNEAUX JORDAN also showed a specimen and microscopic slides 
of a case of 

CHORION-EPITHELIOMA 
occurring in a primipara aged 28, who nine months previously had a 
hydatidiform mole removed. 

Mr.BRaAINE-HARTNELL (Cheltenham) read notes on a case of a 

HYDATIDIFORM MOLE 
which he removed from an unmarried girl by hysterotomy. When he 
saw her she had been bleeding for some time, and was profoundly anzemic. 
There was a mid line elastic swelling reaching half-way to the umbilicus, 
but there were no other signs of pregnancy. After a stormy convalescence 
she made a good recovery from the operation, and had since married and 
had one child. Mr. Braine-Hartnell also showed a specimen of a 
RETROVERTED GRAVID UTERUS 

associated .with fibroids which he removed by sub-total hysterectomy. 

Mr, MASLEN JONES (Wolverhampton) communicated the notes on a 
case of 

CANSAREAN SECTION FOR HYDATID CYST OBSTRUCTING TABOUR. 

The patient, a primigravida aged 25, had a history of being operated on 
four years previously for ‘‘cysts on the liver.”’ Labour commenced 
on July 2nd, 1925, and it was not till twelve hours afterwards that the 
midwife called in a doctor who found a cystic swelling in the pouch ot 
Douglas. When the patient was seen by Mr. Jones an hour later dilatation 
was complete, but the advance of a normal vertex presentation was pre 
vented by this cystic swelling which could not be displaced. 

Obstruction due to hydatid cysts was diagnosed and Cesarean section 
successfully performed. During the operation the pelvis was examined 
and found to contain some isolated intra-peritoneal cysts, an extra-peri- 
toneal cyst in the left half of the pelvis, and a cyst in the left ovary. 
Convalescence was uneventful and patient refused any further operative 
treatinent. Because of general malaise and pain in the chest she came 
up to out-patients in February of this year, when a flaccid cystic mass 
filling the pelvis and reaching nearly to the umbilicus was found. X-rays 
of chest showed no abnormality. 

Abdominal section was performed and the specimens produced were 
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as follows :— Four cysts which were lying on the raised floor of the pouch 
and loosely attached to the peritoneum and omentum. One of these 
had invaded the mesentery of the appendix which had been removed 
with the cyst. The largest specimen consisted of the uterus and both 
appendages : there was a cyst the size of a golf ball growing from the 
right ovary and a very large cyst which was partially intraligamentary and 
crossed the mid line in the floor of the pouch. This had completely 
replaced the left ovary. Macroscopically the isolated cysts were typical 
hydatids whilst the others appeared to be ovarian in origin. 

Mr. MASLEN JONES also read notes on a case of 

SARCOMA BOTRYOIDES 

which appeared in the Summer Number of this Journal (page 320). 

Mr. ALFRED Danby, (Birmingham) exhibited a specimen of a 


LARGE CHOCOLATE Cyst OF THE OVARY 


which he had removed from a single girl aged 26. ‘The patient had always 
been healthy, and the cyst had been discovered on a routine medical exam- 
ination. It was a symmetrical mid line hypogastric swelling reaching 
to the umbilicus and was the size of a 20 weeks pregnancy. It could not 
be felt apart from the uterus and an X-ray examination was made to 
exclude pregnancy. Laparotomy was performed January 7th, 1928 when 
a brownish purple tumour was found arising from the pelvis, and reaching 
as high as the umbilicus. It was densely adherent to surrounding 
structures, more especially the posterior wall of uterus and rectum, 
right adnexa, the appendix and great omentum. An ovarian trocar was 
inserted and nearly two pints of thick chocolate coloured fluid removed, 
which on examination was found to contain many blood cells but no 
oxy-hemoglobin. The tumour was removed with difficulty owing to 
dense adhesions and several parts of the wall had to be sacrificed. Large 
bare areas in the pelvis were exposed: these were peritonised as much 
as possible, and owing to a considerable amount of oozing, a rubber 
drain and gauze-packing were inserted. Recovery was uneventful. 

Histological examination of the wall of the tumour failed to disclose 
any endometrial remnants. Some of the sections consisted of ovarian 
stroma and in others the structure was that of dense fibrous tissue with 
red blood cells scatttered about in it. Mr. Danby said that the specimen 
he was showing had shrunk considerably since it was removed. He had 
no doubt that it conformed to Bailey’s stage VI in the life history of the 
endometrial type of tumour of the ovary, but it appeared to be larger 
than any that writer had described in his paper. A considerable part 
of the wall of the tumour was composed of thinned out and compressed 
ovarian stroma as if the ovary had been extensively excavated and 
stretched out on its surface. The failure to demonstrate the presence ot 
endometrial tissue from the cavity of the larger of these tumours was not 
unusual. To meet with success it was necessary to cut serial sections, 
but this was not done in this instance. 

Mr. KEATING (Derby) on behalf of Dr. Lochrane displayed a specimen 
and slides of 

CHORION 

The specimens and papers were discussed by the President, Mr. 
Furneaux Jordon, Miss Shufflebotham, Mr. Maslen Jones, Mr. Richmond, 
Mr. Braine Hartnell and Mr. Danby. 
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EDINBURGH OBSTETRICAL SOCIETY. 


A Meeting of the Society was held on January 11th, 1928, with Professor 
. W. JOHNSTONE in the Chair. 


A paper was read by Mr. Davin L&xs, on: 
VULVO-VAGINITIS, 
in which he analysed the cases which had come under his observation in 


a period of five years, 1922-1927. A total of 146 cases was dealt with 
and was divided into the following age groups :— 


o— I year 7-4 per cent. 
I— 5 years 39-2 Pr) 
2) ” 44-9 ” 
10—I5_,, 8.4 


The incidence of vulvo-vaginitis in Edinburgh was augmented by a recent 
epidemic in a children’s institution in which it had spread rapidly aud 
proved to be very contagious. 

In discussing the etiology and the methods of infection it was found 
that in the largest number of cases , 40 per cent., the source of the infection 
could not be ascertained: in 13 per cent. of the cases the patients were 
reported to have been assaulted, but in only a very sinall proportion of 
the cases was this proved: 15 per cent. of the cases were epidemic 
in origin, and in 32 per cent. the infection was traced to others 
in the family. ‘The symptoms and signs of the disease were described and 
attention was drawn to the frequency (99 per cent.) with; which the 
urethral canal was involved in acute cases. Every vaginal discharge in 
children must be looked on with suspicion and treated as if of gonococcal 
origin, until at least three bacteriological tests had been performed, under 
conditions favourable for the detection of the gonococcus, and proved 
negative. In chronic cases repeated films and cultures were necessary and 
in resistant cases direct films or cultures must be taken from the cervix. 
In 73.7 per cent. of the cases gonococci were found, in 6.6 per cent. gonococci 
and other organisms, and in 19.7 per cent. secondary organisms only..In 
acute cases the gonococcus was demonstrated in over 98 per cent. of cases. 
‘The more acute signs of disease disappeared rapidly with treatment but the 
parents should always be warned that a long time was required to eradicate 
the disease and that relapses were apt to occur unless the patient was kept 
under treatment. Hospital treatment and isolation of the patient from other 
children was recommended wherever possible. The chief therapeutic mea- 
sures recommended were, hot antiseptic and alkaline hip baths, daily lavage 
of the vagina and urethra. In older children the vagina was dried by swab- 
bing through a speculum and the parts were dusted with dermatol powder : 
in younger children, when a speculum could not be introduced through the 
hymen, instillations of an antiseptic dissolved in glycerine were recom- 
mended. The antiseptic preparations recommended were %—1 per cent. 
Picric Acid in Glycerine, 4%—1 per cent. Silver Nitrate in Glycerine, and 
%4%— 3 per cent. Chloramine T in Glycerine. The instillations were supple- 
mented by the use of small medicated bougies of these and other substances. 
If it were not possible to irrigate the urethra small urethral bougies with 
chloretone added to them to case the pain were inserted daily. Repeated 
changes of the antiseptic were advised and it was recommended that in 
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every case the vulvar surface should be left as dry as possible by dusting 
it with a compound dermatol powder. Efficient treatment depended more 
on the meticulous care with which it was applied than on the medicament 
used. In every case it was essential :— 

(a) to establish good drainage from the urethra, vulva and vagina. 

(b) to produce a slight hypersemia of the infected parts by hot hip 
baths and hot vaginal douches. 

(c) to use a sterile all-glass catheter with lateral perforations in douching 
so as to spread the antiseptic over the vaginal wall during the 
douche and prevent the infection from being carried to the cervix. 

(d) to dry the parts subsequent to douching or alternately to instil the 
vagina with an antiseptic solution in glycerine. 

(ec) to treat the urethra in every case. 

(f) to examine and treat the rectum if infected. 

(g) to prevent the child from conveying the infection to others and to 
its eyes. 

Adjuvant methods of treatment were used in both acute and chronic cases, 
and of these detoxicated and autogenous vaccines proved most serviceable. 
The child tolerated and responded well to vaccine therapy. 

In the series of cases reviewed the following complications arose :— 
Gonococeal infection af the eye -  -  - 83 per cent. 
Infection of the Fallopian tubes and pelvic 

peritoneum - - - - - - - 5.5 
Infection of the rectum - - - - - 2.7 
Non-specific ulceration of the vulva - - 1.8 
Acquired syphilis of the vulva - - - 1.8 
No cases of arthritis were met with. Co-incident syphilis was met with 
iu 7.5 per cent of the cases. 

In coming to a diagnosis of cure it was essential to observe cases over 
long periods, and to examine repeated films during this period of observa- 
tion. ‘The standard of cure aimed at in every case should be :— 

(1) Clinical cure and no sign of clinical relapse after suspending all 
local treatment. Local treatinent must be carried on for at least 
three weeks alter apparent clinical cure. 

Bacteriological cure in three successive smears taken at intervals 
of one week during treatment, and in three subsequent weekly tests 
taken after suspending treatment. 

Clinical and bacteriological tests at intervals of one month over a 
period of three months subsequent to the attainment of (1) and (2). 
If there is any doubt as to the clinical condition or as to the bacterio- 
logical reports, administration of a provocative vaccine and a 
repetition of the tests both by direct film and by culture was 
indicated. 

If there was neither clinical nor bacteriological evidence of disease 
during a period of three to four months after cessation from all 
treatment, the case might be considered cured. 

In trying to attain this standard the following results were obtained 
in a series of 146 cases reported :— 

Average duration of treatment and tests for cure of | 

gonococcal cases in those now completed (87 cases) seven months. 
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Average duration of treatment and tests for cure of 

vulvo-vaginitis cases not proved gonococcal (21 

Cases still under treatment but presumed cured 

which have now been under treatment and tests for 

cure for a period of five months -  -  - + thirteen cases. 
Cases still under active treatment with infection 

still present - - + eighteen cases. 
Cases which defaulted while still showing signs of 

infection = = = Seven cases. 
Dr. KENNEDY gave clinical notes of 

THREE CASES OF PUERPERAL HA‘MORRHAGE. 

These cases were of interest as the bleeding was very severe in 
each case and did not occur until after the tenth day of the puerperium : 
the dates of occurrence being the tenth day, fourteenth day and sixth week 
after delivery. There was also no definite cause found for the bleeding 
even after thorough examination under chloroform and curettage. In each 
of these cases,however, a retroversion was present which was the more 
interesting as on dismissal from the Maternity Hospital in all cases the 
uterus was anteverted. In no case was there any apparent infection 
present during the puerperium. In two cases the mother was not nursing 
her baby and therefore the hemorrhage might be the return of an early 
inenstruation. Dr. Kennedy was doubtful as to the cause of the hemorrhage, 
but as retroversion was common to all, he thought that it must be 
considered to have something to do with the haemorrhage. He could, 
however, find no record anywhere of a simple zetroversion in the puerperium 
causing so severe a haemorrhage. 


EDINBURGH OBSTETRICAL SOCIETY. 


A Meeting of the above Society was held on February 8th, 1928, with 
Dr. HatG FERGUSON, the President, in the chair, when Dr. Lindsay, (Glas- 
gow) read a paper on the reduction of forceps delivery as a basis fot 
prophylactic gynecology. In the first instance Dr. Lindsay described 
the various causes of internatal trauma affecting the birth canal and 
suggesting that this was often due to the application of forceps. He 
showed that the trauma might be visible to the naked eye, or might be 
almost microscopical, and in many cases was due to the over stretching 
of the para-cervical tissue or pubo-cervical fascia. 

Antenatal supervision should make it possible to minimise materially 
the number of forceps cases. It was only the case in which there was a 
medium amount of overlapping of the foetal head at the beginning of 
labour which would require forceps delivery. Forceps delivery would 
also be advisable in cases of occipito-posterior presentation which could 
not be rotated by hand and in these difficult instances where there was 
resistence of the pelvic floor and narrowness or tenseness of the introitus 
of the vagina was marked. He therefore emphasised the necessity for 
the careful teaching of students in antenatal supervision. 

The standard indications for forceps delivery could be very much 
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reduced as he did not think, for example, that forceps were warranted in 
cardiac cases, since Cesarean section was more satisfactory. Foetal signs 
of distress were definite indications for interference, which was only 
permissable when labour had progressed sufficiently to make delivery 
safe as he saw no benefit in delivering a debilitated child quickly when 
such a rapid delivery would entail a degree of maternal injury, and the 
mother should be the first consideration. 

He was opposed to forceps in primary uterine inertia as delivery can 
often be effected by emptying the bowel and the bladder and by the 
administration of a hot vaginal douche. In secondary, uterine inertia, 
the uterus requires a rest and morphia is indicated in such cases and 
not forceps. Perineal rigidity should be treated by the administration of 
light anesthesia. If rigidity persists often such anesthesia and such 
expedients as fundal pressure, or administration of pituitary extract may 
stimulate the necessary power. Until these simple methods have been 
tried the forceps should not be submitted to overcome the minor indication. 

If forceps are necessary then they should be applied in such a way as 
to prevent serious birth injuries, and they are only safe when applied 
in the biparietal diameters. Dr. Lindsay considered the axis-traction 
forceps to be a dangerous instrument for when they are applied with the 
head in the oblique diameter of the pelvis, as rotation of the head pro- 
gresses, the vagina is pulled taut and forcibly twisted. This causes in 
many cases extensive vaginal lacerations. 

In Dr. Lindsay’s opinion the best instrument to-day was the Kielland 
forceps. This is a long forceps, practically straight, the pelvic curve 
being almost negligible. The application of the instrument is always 
a biparietal cephalic one, no matter what the position of the head. It is 
smaller than the Milne-Murray forceps and has no fixation screw and no 
axis-traction apparatus. It is constantly under the control of the operator 
and he knows the amount of force he is expending. There is much less 
compression of the child’s head and the compression is always maintained 
in the safest cephalic diameters. If the high forceps operation is to 
remain in obstetric practice then the Kielland forceps is the ideal 
instrument. 

Dr. Lindsay condemned the use of forceps as a lever and as a rotator, 
and considered that it should only be used as a tractor, and considered 
as a compresser, the latter action being only utilised in the planes where 
it will be most efficient and where the compression will least damage the 
child. If this practice were followed, it would be realised that the only 
safe forceps delivery which one can complete under those unfavourable 
surgical circumstances usually found in working class areas is the low 
forceps operation. 


EDINBURGH OBSTETRICAL SOCIETY. 

A Meeting of the above Society was held on March 13th, 1928, the 
President, Dr. Haig Ferguson, being in the chair, when Dr. Wilfred 
Shaw described the histological changes that occur in the Graatian follicle 
during the process of ripening and pointed out that through the action 
of special mechanisms the enlargement of the follicle takes place in the 
direction of the surface of the ovary, and the discus proligerus rotates 
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so that eventually immediately prior to ovulation it lies beneath the spot 
which is subsequently to become the stigma. An account was given of 
the histological appearances at the stigma immediately before ovulation 
and also after rupture of the follicle had taken place, and the methods 
of permanent closure of the stigina were described. Some distortion cccurs 
in the outline of the follicle after ovulation, but there is no effusion of blood 
into the cavity of the follicle because at this stage the granulosa layer 
is not vascularised, and the engorged theca interna is shut off from the 
granulosa by the membrana limitans externa. In the development of 
the corpus luteum from the follicle the granulosa cells hypertrophy and 
vive rise to the large lutein cells. The theca interna cells persist at the 
periphery as the paralutein cells. The convolutions of the corpus luteum 
are produced through the enormous growth of the granulosa cells, aided 
by capillary tufts which grow up from the theca interna layer. 

The method of determining the time relations between ovulation and 
menstruation was then described. It consisted in the accurate histological 
examination of both ovaries of women with normal menstrual cycles. 
In these cases the dates of the last menstrual period and the day of the 
cycle when the specimens were obtained were known. It was found that 
recently ruptured follicles and proliferating corpora lutea were demon- 
strated only after the 16th day of the cycle—the first day of the menstrual 
period being taken as the first day of the cycle--while until the 13th day 
of the cycle only retrogressing corpora lutea were found although in 
cases corresponding to the postmenstrual phase ripening follicles were 
also present. It was concluded that ovulation takes place between the 
13th and 16th days of the menstrual cycle: that it occurs in healthy 
women constantly without gross variations in time and that it occurs 
rhythmically once a month. Further indirect evidence in support of this 
view can be obtained by observing the earliest time in the cycle when 
premenstrual changes appear in the endometrium, for there is good evidence 
to show that these premenstrual changes are produced in the corpus 
luteum. 

The corpus luteum produced from the first follicle to rupture inhibits 
further ovulation and the remaining ripening follicles in the ovaries 
undergo atresia and ultimately give rise to the interstitial cells. Occa- 
sionally—in about five per cent. of cases—two follicles rupture simul- 
taneously and two corpora lutea are found in the ovaries. If both ova 
are fertilised binovular twins result. 

Ovulation does not occur before puberty or after the menopause for at 
these times no corpora lutea can be demonstrated in the ovaries. During 
pregnancy ovulation is inhibited although follicle ripening proceeds 
normally, and during lactation amenorrhcea is determined by no corpora 
lutea being produced. If menstruation is considered as the result of 
the disintegration of a premenstrual endometrium, menstruation can be 
differentiated from abnormal uterine hemorrhage and with this definition 
it follows that menstruation is invariably preceded by ovulation. Menstru- 
ation does not always follow ovulation: as seen in pregnancy and in 
corpus luteum persistens. The problem of the relation between conception 
and coitus was raised and it was pointed out that fertilisation probably takes 
only after the 14th day, but because spermatozoa may survive in the female 
generative tract for some time after coitus it follows that coitus may be 
fertile before this time. Whether coitus can be fertile after the 14th day 
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depends upon the survival period of the ovum after ovulation and in 
human beings there is very little evidence to show what this period may 
be. It seems however that the least fertile part of the cycle is the late 
premenstrual phase. 

Evidence was brought forward to show that amenorrhaa which is 
met with in advanced stages of diseases such as Graves’ disease, diabetes, 
and dementia praecox is due to an inhibition of ovulation. 

An account was given of the changes in the ovaries as a result of 
X-rays and radium used therapeutically to create an artificial menopause 
and it was shown that with large doses follicle ripening is inhibited, 
with smaller doses ovulation is inhibited, and it was concluded that 
the action of radiations in producing an artificial menopause is on the 
ovaries and not on the uterus. 

The changes in the ovaries in Schréder’s metropathia heemorrhagica 
were described and evidence was brought forward to show that the 
inhibition of ovulation in these cases is due to an effect from the 
endometrium. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
The Opening Meeting of the Session was held on the 16th November, 
1927, With a symposium on 
RUPTURE OF THE UTERUS. 
Dr: R. A. Lenni described three cases of rupture of the uterus. 


Caser. A stout florid woman, aged 45 years, with a pendulous abdomen. 
She had had ten births previously, eight of which were normal but the 
third and teuth were transverse presentations. She had no pelvic deformity. 

Labour had commenced six hours before admission, and when admitted 
the patient was exhausted and complained of abdominal pain. Labour 
pains had ceased. The foetal head was felt moving very freely above 
the brim but the limbs were not unduly prominent owing to the thickness 
of the abdominal wall. The patient was suffering from profound shock. 
On vaginal examination a portion of omentum was protruding through 
the partially dilated cervix into the vagina, but no presenting part could 
be felt. 

Laparotomy was performed and the child and the placenta were found 
lying free in the abdominal cavity. The uterus was partially contracted, 
and on its posterior wall a rupture about six inches long was found 
extending perpendicularly upwards about the mid-line. The rupture 
involved the upper part of the cervix, the lower uterine segment, and 
a portion of the upper uterine segment. 

Apparently the rupture in this instance had been due to the pendulous 
condition of the abdomen directing the forces of labour against the posterior 
wall of the uterus instead of in the pelvic axis. Deterioration of the 
uterine musculature resulting from the large number of previous preg- 
nancies was also probably an attributing factor. 

Owing to the collapsed condition of the patient it was decided not to 
perform hysterectomy. The prolapsed omentum was drawn upwards into 
the abdomen. The rupture was sutured from above downwards, the lower 
angle of the wound being left unstitched to permit of drainage. Through 
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this opening a strip of iodoform gauze was introduced downwards into 
the vagina, thus allowing drainage from the pouch of Douglas. The gauze 
was gradually extracted within 36 hours. The patient made a good, if 
protracted recovery, there being practically no rise of temperature during 
convalescence. 

Owing to the obesity of the patient and the pendulous condition of the 
abdomen, a large superficial abscess formed at the abdominal fold just 
above the pubes. The abscess was below and distinct from the operation 
wound, and cleared up with simple surgical measures. It was partly 
responsible for the tardy convalescence. The patient was examined about 
six weeks after dismissal, when the uterus was found to be freely movable, 
the wound in the posterior fornix having healed without undue cicatricial 
contraction, 


Case 2. This patient was aged 25 years and in her fifth pregnancy. 
She had had three normal births and one miscarriage. On admission to 
hospital she was in a state of collapse. The foetal parts were readily 
felt through the abdominal wall, 

The membranes had ruptured the previous day and the pains commenced 
three hours later. That evening she was given an anesthetic and the 
following morning a second anzesthetic was administered. It was after- 
wards ascertained that origiually the presentation had been a shoulder 
but on admission the vertex was presenting. Presumably her doctor had 
attempted to correct the presentation. When a vaginal examination was 
made there was copious heemorrhage, and a large rent was felt extending 
upwards from the cervix through the right lower uterine segment. The 
vertex could be felt high up and seemed to be unusually movable. When 
the abdomen was opened the child was found to be lying free in the 
abdominal cavity. There was a large L-shaped rupture—the base of the 
I, extending transversely across the lower uterine segment. The loose 
peritoneal attachment of the bladder was torn almost completely across 
but the bladder itself was intact. Supra-vaginal hysterectomy was per- 
formed and the bladder was stitched back in position to the stump. The 
patient died of general peritonitis five days later. 


Case 3. A primigravida, aged 26 years, was sent into hospital as a 
vase of “failed forceps.’? On admission the perineum was found to be 
badly torn and there was severe laceration and bruising of the vaginal 
walls. The temperature was normal but the pulse-rate was 100 per minute. 
Forceps delivery was again attempted in hospital but without success. 
When I examined the patient the child’s head was found to be lying in the 
right iliac fossa, the uterus was in spasm and was firmly contracted around 
the child. Investing the child’s neck was a ragged band which suggested 
a rupture of the uterus. As the neck was fairly accessible delivery by 
decapitation seemed to be the best procedure, and the broad ligament 
could then be packed in the event of the rupture being incomplete. The 
patient was obviously suffering from severe shock and it seemed judicious 
to avoid an abdominal operation except as a last resort. Decapitation was 
abandoned, however, as the strain on the neck threatened to extend the 
rupture. As version was now out of the question it was decided to open 
the abdomen. 

At laparotomy the child was found in utero but there was a hard 
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swelling and effusion of blood in the lower part of the right broad ligament 
which was obviously due to an incomplete rupture by the head of the 
child. Czesarean section was performed but when an attempt was made 
to extract the child by the breech, it was found that the head was firmly 
fixed in the broad ligament and strong traction failed to dislodge it. 
The torn muscle fibres closely invested the child’s neck and were in 
violent spasm. It was found necessary to incise freely this constricting 
band before the child could be extracted. Sub-total hysterectomy was 
thereafter performed and the uterus was removed with the placenta in situ. 

Convalescence was protracted as there was extensive sloughing of the 
vagina resulting from the severe bruising and laceration. To commence 
with there was incontinence of urine and faeces but no fistule resulted. 
The patient was dismissed in one month and remained well. 


Dr. DonaLb McINTyRE reported eight cases : 


Case 1. Age 33 years, five previous pregnancies: all went to term. 
When five months pregnant abortion was induced for bleeding from the 
uterus. Before delivery she complained of abdominal pain and tenderness 
and there was a difference in consistence between the upper and lower poles 
of the uterus. The abdomen was opened. A macerated foetus in its sac 
of membranes was found beneath the peritoneum of the utero-vesical pouch. 
The foetus was extracted, the uterus removed, and drainage provided. 


Case 2. Age 41 years; nine previous pregnancies. First ended at the 
seventh month; second, third and eighth ended in abortion at the second 
month; the others were delivered normally at term. Present pregnancy 
advanced to term. 

Thirty-six hours before admission the membranes had ruptured, but 
patient had no labour pains despite ‘labour tea’? given by a midwife. 
Half an hour after admission she collapsed. Child presenting by the 
vertex ; limbs readily felt through abdominal wall. Per vaginam, os fully 
dilated, hydrocephalic head diagnosed. Child delivered by craniotomy, 
and hysterectomy was performed as the uterus was found to be ruptured. 
The tear involved the left side of the lower uterine segment and extended 
into the cervix. The patient died six hours later. 


Case 3. Age 31, two previous normal pregnancies. According to the 
menstrual history she was 14 days past term on this occasion. Admitted 
to hospital with the legs and trunk born (spina bifida), and delivered after 
perforation of head. Rupture of uterus into the left broad ligament 
discovered. There was no pelvic contraction and rupture was due to the 
attempts to delivering a hydrocephalic head by traction. The treatment 
adopted consisted in packing the rent after ascertaining that the peritoneal 
cavity had not been opened. 

Case 4. Age 32 years; four previous normal labours. 

The cervix was fully dilated after ten hours’ labour and the child was 
easily delivered after perforation of the hydrocephalic head which had 
partly entered the pelvic cavity. One and a half hours later the patient’s 
condition suddenly became worse. The placenta was removed under 
anesthesia and a rupture in the posterior wall of the lower uterine segment 
was discovered. The rupture must have been spontaneous as no force 
was used during extraction. As the patient was too ill for hysterectomy— 
packing resorted to, with fatal result. 
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Case 5. Age 30; three previous pregnancies. The patient was too ill 
to give any history of her previous labours. Admitted after being in 
labour for 22 hours; pulse-rate 140, temperature 99.2°F.;child’s limbs 
felt through abdomen. Laparotomy revealed a vertical tear in mid-line 
involving entire lower uterine segment and a part of the upper seginent. 
Hysterectomy was performed and provision made for drainage. The 
operation was recovered from, but fatal broncho-pneumonia ensued. 

In this case the rupture was spontaneous, and was due to the patient 
being left too long in labour before admission to hospital. 

Case 6. Age 39 years; five previous pregnancies. One premature infant, 
three full-time children delivered by forceps, one full-time child delivered 
by craniotomy. Contracted pelvis, conjuga vera 3% inches. Allowed 
to go on in labour. Pains suddenly ceased and the contour of the uterus 
altered. Laparotomy revealed a vertical tear extending the whole length 
of lower uterine segment into pouch of Douglas. Hysterectomy and 
drainage. Recovery. 


Case 7. Age 22 years; I-para. Previous labour normal. Contracted 
pelvis, conjugata vera 31 inches. Admitted to hospital after two 
unsuccessful attempts to deliver by forceps, with an interval of one and a 
half hours. Delivered in hospital by craniotomy and cleidotomy : uterus 
explored—no rupture found. Patient died 36 hours after delivery. At 
post-mortem examination two ruptures were found in the lower uterine 
segment. The perforatious were so situated one above the other on the 
posterior wall as to make it certain that one had been produced at each 
attempt at forceps delivery, a fresh area overlying the promontory at the 
second operation due to the continuus stretching of the lower uterine 
segment. As examination had failed to disclose the ruptures after 
craniotomy, it is argued that the tissue had not been perforated immediately 
but had subsequently sloughed. 


Case 8. Age 28. Child born before admission to hospital. Sent in as 
urgent. Sloughing mass size of orange lying outside vulva. The mass 
was a tumour, probably fibroid but exact nature could not be determined 
because of its necrotic state. After its removal a rupture was found in 
the lower uterine segment. It was calculated that the tumour had been 
pushed down by the presenting part, thus causing the rupture. 

Dr. McIntyre discussed the etiology of rupture as illustrated by his 
cases. 

Dr. HeNpry reported a series of five recent cases of Rupture of the 
Uterus, of which three occurred spontaneously, and two were identified 
alter instrumental labours. 

The three spontaneous cases have already been described in a paper 
read before the Edinburgh Obstetrical Society in June, 1927, and reported 
fully in the Edinburgh Medical Journal of October, 1927. A very brief 
resuiné of these cases is given. All three occurred in the Royal Maternity 
and Women’s Hospital, Glasgow. 

The first case had had a Ceesarean section performed in another hospital 
18 months before being seen in the eighth month of her second pregnancy 
in October, 1924. The history of her previous operation and convalescence 
was quite satisfactory. About five hours after an examination under an 
anesthetic on s0th October, 1924, she had abdominal discomfort, with 
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uterine contractions, apparently indicating the onset of labour; the dis- 
comfort passed off within an hour. Next day she had some sickness, 
regarded as post-anzesthetic vomiting. It was not until 3rd November 
that her complaint of slight abdominal discomfort and a little epigastric 
pain led to a diagnosis of rupture of the uterus. Her temperature remained 
normal throughout, and her pulse rate never rose above $4. There was 
no abnormal rigidity or distension; there was tenderness on pressure of 
only moderate degree over the whole abdomen, especially over the 
symphysis pubis. Foetal limbs could be palpated very distinctly, and 
gentle massage produced no evidence of uterine contractions. Laparotomy 
showed a dead foetus and placenta in the peritoneal cavity; the uterus 
was firmly contracted behind and below the fcetus; there was only a very 
small amount of dark coloured blood in the peritoneal cavity. A vertical, 
ragged tear, with everted edges, ran the whole length of the old Caesarean 
scar. The patient made an excellent recovery after a supra-vaginal 
hysterectomy. At the previous Cresarean, the placenta had been on the 
anterior uterine wall: for the suture of the uterus, iodised catgut was used 
in layers: her convalescence had been afebrile. The placental site in the 
second pregnancy was identified on the posterior wall. It is impossible 
to determine exactly the time of rupture in this case; the only indication 
of painful uterine activity was about 9 p.m. on 30th October. 

The second case had a history of four instrumental labours in domestic 
practice, the fourth child being still-born. Her fifth child was born spon- 
taneously in the Maternity Hospital. At the end of her sixth pregnancy, 
she walked up to the Hospital and was admitted about 12 hours after the 
onset of slight labour pains. On abdominal examination the foetal back lay 
to the right and the limbs were found to be well forward on the left: the 
head was still free at the brim, but there was very little overlap. Pelvimetry 
showed little deviation from normal. The membranes were sausage- 
shaped : the cervix was taken up and the external os admitted four fingers. 
Her pains hardly increased in severity : the membranes were accidentally 
ruptured during re-examination three hours later. Nine hours after 
admission, by which time the pains had been a little more severe, the 
Sister-on-duty noticed some change in the patient’s appearance; her lips 
and malar eminences had become slightly cyanosed; her expression was 
anxious ; temperature 98° ; pulse rate 100. Foetal parts were easily palpated ; 
there was no abdominal ridigity; the foetal head, which had been fixed 
a few hours before, could now be moved easily at the brim; the uterine 
wall could not be made to contract ; there was some vaginal oozing. Rupture 
of the uterus was diagnosed and the abdomen opened. The whole ovum 
was found free in the peritoneal cavity, the uterus well contracted below 
and behind: there were not more than eight ounces of free blood in the 
abdominal cavity. A rent was identified in the lower uterine segment, 
running vertically between the left round ligament and the left broad 
ligament. Afterwards this was found to correspond in position to a deep tear 
in the cervix. The patient made an uninterrupted recovery after supra- 
vaginal hysterectomy. Examination of the fcetus showed that the caput 


had formed over the brow. Here also it was impossible to identify the 
actual time of rupture from any point in the clinical record. 
appears to have occurred at the site of the scar of an old deep cervical tear. 

The third case had had five previous labours, two of which ended in 
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difficult instrumental deliveries. When seen on the Hospital District in 
labour, she was having strong labour pains and was extremely noisy, 
apparently due to alcoholism. The District Sister arranged for her 
admission to Hospital because, though the pains were severe, the foetal 
head was still high. On her admission she was so noisy that % grain 
morphia was given: the head appeared to be fixed at the brim: there was 
a slight overlap but there appeared to be a reasonable prospect of a normal 
delivery. Pelvimetry showed that the pelvis was slightly flattened. As 
soon as the effect of the morphia wore off the patient again became very 
noisy and disturbed the other patients: a further 4% grain morphia was 
therefore given. She went off to sleep. It appears that five hours later 
she complained of a specially severe uterine pain, but then fell sound 
asleep and did not wake up for about six hours. She was then found to 
have a pulse rate of 120: she complained of abdominal discomfort but said 
her pains had stopped; the foetal head lay in the right iliac fossa: the 
cord had prolapsed into the vagina and was pulseless. She showed signs 
of fairly severe surgical shock. The body of the foetus still lay in the 
uterine cavity and was extracted without difficulty as a breech: during 
the extraction, a long transverse tear was identified in the anterior wall 
of the lower uterine segment. I,aparotomy was immediately performed and 
the uterus removed by supravaginal hysterectomy. There had been very 
little hremorrhage, either internal or external. The patient recovered. 

In this case there was slight disproportion between the head and the 
pelvis. The symptoms of rupture were obscured by the action of morphia. 

The fourth case was of traumatic type. The patient had previously 
given birth to six children spontaneously. At the end of her seventh 
pregnancy labour was slow, and forceps had been applied at least six 
times, extreme force being used in traction. When I saw the patient after 
her admission to Hospital, she was extremely collapsed. She had been 
about two hours under an anzesthetic. Restorative treatment met with a 
very poor response. On examination of the vagina, a loop of small bowel 
was found protruding through the not yet completely dilated cervix. The 
bowel was found to come through a transverse tear in the posterior wall 
of the lower uterine segment; the foetal head was still in mid-pelvis with 
the occiput posterior. The head was easily displaced upwards and the 
dead child removed without difficulty after version. The child weighed 
eight pounds—all her children had been large. Packing was inserted into 
the tear of the lower uterine segment; the patient was too collapsed to 
allow further interference. She died within an hour. 

In this case there had been delay in the first stage of labour, owing to 
the occipito-posterior position ; forceps had been applied and used forcibly 
before complete dilatation of the cervix. The traction of the widely 
separated forceps blades probably pulled the cervix away from the rest of 
the posterior wall of the uterus, producing a tear into the pouch of Douglas. 

In the fifth case, also of the traumatic type, the patient was a primi- 
gravida. Owing to delay in labour, her medical attendant gave an injection 
of one c.c. of pituitary extract. As this did not produce the desired effect, 
and as the cervix was well dilated, forceps were applied though the heaa 
was above the brim. When admitted to Hospital, the patient was extremely 
collapsed. A large hydrocephalic head was identified at the pelvic brim. 
On perforation of the head, a large amount of fluid escaped and a child of 
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moderate size was easily delivered. Examination now revealed a long, 
transverse tear through the anterior wall of the lower uterine segment. 
The extreme collapse of the patient prevented satisfactory treatment and 
she died of shock within half-an-hour. 


In this case, there were three factors, any one of which might have 
accounted for the rupture :—(1) The hydrocephalus : (2) the administration 
of pituitary extract; and (3) the high forceps operation. 


In the fourth and fifth cases, the rupture was manifestly due to faulty 
diagnosis and unsuitable treatment. 


Etiology. He had recently reviewed the records of cases of rupture 
of the uterus published within the 18 months, beginning 1st January, 1926, 
and had found references to 54 cases. One interesting observation was that 
it is seldom possible to attribute rupture to one factor only. The pre- 
dominant factor in this series is rupture of the scar of a previous Czesarean 
section—in 21 out of the 54 cases. In only two cases was the old scar of 
the lower uterine segment type. The next most frequent cause is damage 
to the uterine wall, associated with either previous intra-uterine manipula- 
tious, such as version, manual removal of the placenta, difficult forceps 
delivery, craniotomy, or even curettage, or with actual disease of the 
uterine wall, following septic abortion, a septic puerperium or other 
inflammatory lesion. Factors of this type were present in ten of the cases. 
Particularly interesting is a case reported by Farquhar Murray, in which 
rupture occurred in a uterus on which a Ceesarean section had been 
previously performed, but the seat of the rupture was at a local degenerative 
lesion on the posterior wall of the uterus. It is remarkable that no reference 
was inade to a previous myomectomy as a cause of rupture: the modern 
extensive operation, involving not only myometrium but also endometrium, 
certainly disturbs the integrity of the uterine wall. 


In four cases the administration of pituitary extract was regarded as 
the casual factor and this included the only so-called ‘‘spontaneous rupture’”’ 
in a primigravida. While the proper use of pituitary extract may be a 
satisfactory procedure, Sherill has recently collected 24 cases in which the 
use of this drug could be put down as the primary cause of rupture. 


In five cases malpresentations, or disproportion between presenting part 
and pelvis, are recorded as the probable cause. In the disproportion group, 
one recognises that the greatest danger exists where the disproportion is 
only of moderate degree. He was surprised to find so few references to 
hydrocephalus as a cause of rupture, because his experience in Glasgow 
Royal Maternity and Women’s Hospital indicates this condition, or 


possibly the non-recognition of the condition, as a fairly frequent cause 
of rupture. 


Symptomatology. With regard to symptomatology, he would only 
suggest that the classical picture of rupture of the uterus, described most 
graphically in most text-books, is seldom found. In his three cases ot 
spontaneous rupture, the classical picture was only approached in the 
third case, and even that was obscured by the influence of morphia. The 
comparatively slight degree of shock in the first and second cases is 
remarkable ; shock was pronounced in the third case, when only the feetal 
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head had been extruded from the uterine cavity. In the first case the 
ovum may have been free in the abdominal cavity for four days, and yet 
the patient complained of only minor discomforts. In none of the three 
spontaneous cases could the retracted uterus be identified as a tumour 
distinct from the foetus; in each case it lay below and behind. While 
{cetal parts could be very distinctly palpated, similar findings are possible 
in a patient with a lax, thin abdominal wall and a flaccid uterus. The 
two types can be distinguished by the fact that the intact uterus can almost 
always be stimulated to contract and obscure the foetal parts by gentle 
massage. The palpation of [cetal parts, etc., may only be possible where 
neither rigidity nor distension has set in. 


The secondary mobility of the presenting part over the pelvic brim 
could be identified in the spontaneous cases. While there was tenderness 
on pressure all over the abdomen, this was only very marked in the third 
case. The small amount of blood-loss in all the cases of the spontaneous 
group was remarkable. 


Iu the cases of traumatic rupture, the condition was identified by digital 
examination during the course of delivery. It is well worth while exploring 
the birth canal after a difficult operative delivery, lest there be gross 
damage to the uterine wall. If it is not identified then, the shock following 
a difficult labour and the recovery from the general anzesthetic, may 
prevent a diagnosis being arrived at. In some of the reported cases 
diagnosis of rupture was not made until an abdominal operation became 
necessary a considerable time after birth. 


Clinical Note. Wis recent experience of cases in the Glasgow Royal 
Maternity and Women’s Hospital, has led him to review most carefully 
the line of treatment known as a ‘trial labour.” In a primigravida such 
a procedure has everything to commend it, provided the relationship of 
presenting part to pelvis is suitable. In a multipara where the previous 
labours have been only slow, and perhaps terminated by a ‘‘low forceps” 
operation, just a little more care is necessary. On the other hand, where 
there is a history of a previous very difficult instrumental labour or labours, 
or a craniotomy, the uterine wall may have been so much damaged that 
expectant treatment may lead to disaster. 


Dr. Hewitr referred to symptomless spontaneous rupture and to the 
masking of symptoms by co-existing complications, in illustration of which 
he gave a bricf description of three cases. The first was an example of 
painless rupture through a previous Cesarean section scar in which it 
appeared that the patient had walked to the hospital after the rupture 
had occurred. The second patient was sent into hospital on account of 
unavoidable haemorrhage, but no manipulation or other form of treatment 
had been adopted at home. On examination the diagnosis of placenta 
previa was confirmed, but in addition a large tear in the lower uterine 
segment was discovercd. In the third case a traumatic rupture of the 
lower uterine scement was diagnosed, but the post-mortem examination 
disclosed an undiagnosed incomplete rupture of the upper segment. The 
wound ran transversely across the anterior aspect of the uterus, and it 
involved the peritoncum and superticial layers of the muscle, 
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Dr. ADAM Barr described a case of perforation rupture which presented 
certain unique features. : 
Dr. Lésiiz ORR and Dr. T. Russeut. also contributed to the discussion. 
The PrestpENT, Dr. W. D. MACFARLANE, gave a short account of his 


experience of twelve cases of rupture and summed up the several points 
which had emerged trom the discussion. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on 
Friday, December 2nd, 1927, Dr. Bethel Solomons (in the absence of the 
President) in the Chair. 


Dr. PernHen So1omons, Master of the Rotunda, showed Bonney’s Myo- 
mectomy forceps, which he had improved by putting rubber at the ends of 
the blades; this, he said, prevented damage to the vessels. He had found 
two new uses for the instrument, (1) when splitting the uterus in his 
operation for sterility, (2) in performing total hysterectomy with carct- 
noma of the body, or when there was any suspicion of septic material 
in the uterus it was an efficient clamp to prevent soiling of the vagina. 


The Master of the Rotunda also showed a modification of De Lee’s 
Stethoscope, which he had found most useful. The part which was applied 
to the abdomen, was movable making it easy of application to the pregnant 
abdomen. He used De Iee’s Stethoscope in conjunction with Rubin's 
apparatus when working single handed: it was easy with the stethoscope 
on the head, to hear the oxygen passing through the Fallopian tubes, and 
to confirm the result given by the manometer. 


Dr. A. J. Horne asked if a steel stethoscope was better than a wooden 
one. 


Professor A. H. Davidson said that Bonney’s clamp was a very useful 
instrument, and the new use for it to prevent soiling of the tissues by 
clamping off the cervix, seemed to him very practicable. ‘This he thought 
was always a difficulty in performing hysterectomy. 


Dr. D. G. Mapini said that he had not used Bonney’s clamp until 
about six weeks ago, when he had got one, and had used it in two or 
three cases of myomectomy, and found it extremely good. He had never 
tried it in any other operation, but was sure it would be useful in per- 
forming hysterectomy or any other operation. 


Dr. J. BF. CUNNINGHAM said that he had seen Dr. Bonney himself 
using this instrument, and there had been no hemorrhage during 


the operation. He personally felt that the instrument was not sufficiently 
used. 


Dr. SoLoOMONS in reply, said it was better to put the rubber on after 
sterilization. He said that his patients had not experienced shoulder 


pains, and that he found that the confirmation by audition of the manometer 
findings, was a help. 
o 


Dr. Berner, SOLOMONS showed a 
SPECIMEN OF INSTERSTITIAL TUBAL PREGNANCY. 


The patient was admitted on September 27, 1927. Age 30 years. 
Married three years; two children, the last being on December 10 1925. 
No miscarriages. Patient said that on July 8th she missed a period. 
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The amenorrhcea continued until August roth last, when she noticed a 
bloody discharge from the vagina. Two days later she passed a more solid 
body per vaginam, and since then a reddish brown discharge had_per- 
sisted. No previous operations or illnesses. Menstruated every 29 days 
for four or five days, heavily, and her last period was on June 8th, 1927. 
No intermenstrual pain or discharge. 


Physical signs. Swelling in right fornix, close to the uterus. 
A diagnosis of broad ligament haematoma was made. The Urobilinogen 
Test was negative. 


Operation. Laparotomy and right salpingectomy. Abdomen opened, 
tumour the size of a tangerine orange found in the right cornu ot 
uterus, external ostium and isthmus of Fallopian tube. Its colour 
was bluish, with patches of yellow. Uterine vessels controlled with 
Bonney’s forceps, and the ovarian with ring forceps. The portion of the 
uterus involved was resected wide of the tumour. The uterine cavity 
was opened, and the incision closed with two rows of interrupted catgut. 


The round ligament was brought over the uterine wound, and the 
abdomen closed. 


The Pathological report by Dr. F. S. Bourke, Pathologist to the Hos- 
pital, was as follows :- “Specimen. Right tube. The tumour on section 
presented a cystic cavity about the size of a plum. ‘This is apparently the 
ovum and is surrounded by a blood clot about three eights of an inch 
thick. In section through the blood clot area, “Shallow villi’? can be 
found here and there. This is an interstitial pregnancy, which has not 
ruptured, but which has been dead for some time.”’ 


Result. The patient was discharged in good condition on the eleventh 

Dr. Solomons said it was believed that an interstitial pregnancy 
never aborted into the uterine cavity, but that the most usual thing to 
happen was rupture into the abdominal cavity with severe, if not fatal, 
hemorrhage. It was impossible in most instances to make a definite 
diagnosis of interstitial pregnancy, although a swelling rather posteriorly 
in the region of the Fallopian tube, in close proximity to the uterus, 
might suggest the diagnosis. 


day. 


Dr. D. G. Mani, said that he had never seen a similar specimen. 
He recollected a case in the Rotunda Hospital some years ago, which was 
thought to be an interstitial pregnancy, but which had turned out to be a 
tubal pregnancy very near the uterus. He thought that this was an 
excellent case for demonstrating the utility of Bonney’s plug. 


Dr. G, TreRNEy said that from the history he was not quite clear as 
to why exactly this patient had been operated on, and asked what had 
determined the necessity for operation in this case. 


Had there been 
any excessive pain or only the persistent discharge ? 


Dr. A. H. Davipson referred to a paper by Rubin published in the 
last number of the American Journal of Obstetrics, in which he described 
a way in which tubal pregnancy as a whole might be explained. Tubal 
peristalsis was shown by Rubin's test. Tubal pregnaney might be ex- 
plained possibly by the fact that the ovum was being driven along the 
Fallopian tube at an early period of the nienstrual cycle, and the peris- 
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taltic movements of the Fallopian tube were not sufficient, and the ovum 
stuck and formed a tubal pregnancy. 

Dr. SOLOMONS in reply said she was operated on because of the history 
of missing a period and slight haemorrhage. 

The Master of the Rotunda showed three specimens of Adeno-carcinoma 
of the body of the uterus. 

The first was in an unmarried woman of 43, who complained of pruritus 
vulve, slight leucorrhcea and pruritus mamme. Apart from backache, 
her general health was good, and she suffered no other inconveniences. 
She was virgo intacta, and examination under anasthesia revealed a 
small fibroid uterus. This was removed. 

The second patient was aged 55, and sterile. She complained of 
recurrence of menstruation after amenorrhcea for two years: in addition 
there was a certain amount of yellow discharge. Both breasts had been 
removed for malignant disease; one eight and the cther five and a half 
years ago. She had no other complaint, and had not lost weight. 

Bimanual examination revealed a slightly enlarged uterus in good 
position. A diagnostic curettage was done, and adeno-carcinoma being 
reported, hysterectomy was performed. 

The third case was a single woman aged 58 who complained of 
constant haemorrhage for the past two years. She was a maiden lady whe 
‘* feared’ doctors, and had consulted no one. Regular menstruation had 
ceased a year previous to the start of the hamorrhage. Her only forme: 
illness was rheumatic fever. On examination she was very anzemic, but 
had not lost weight. An anesthetic was given, and a diagnostic curettage 
done: the uterus was small and in good position. Adeno-carcinoma 
being reported, hysterectomy was performed. 

Dr. SOLOMONS commented on the fact that the only complaint of note 
in the first case, was a mucous discharge and pruritus. In the second 
case, both breasts had been removed, but he did not believe that 
had anything to do with the present trouble. He noted that fibro--myomata 
were present in two cases, and that the uterus was small. Nulli- 
parity was nearly always present in these cases. The age incidence was 
what was expected. He commented on the necessity for a diagnostic 
curettage in cases of irregular haemorrhage about the menopause, and had 
found that the most usual differential diagnosis were senile endometritis, 
and senile vaginitis. 

The microscopic report showed that the three specimens which were 
removed within six weeks were very similar, and was as follows :—‘‘The 
gland structure is very well marked and in some places has infiltrated the 
muscle wall to a considerable extent, in some the epithelial cells look 
normal enough, but in the main it is degenerated and necrotic. There 
is a good deal of round celled infiltration. The condition is an Adeno- 
carcinoma of high maturity and consequently of low malignancy.” 

Dr. D. G. MApiLt. said that he agreed with the Master of the Rotunda 
Hospital about the value of a diagnostic curettage in these cases. He 
did a diagnostic curettage in every case of haemorrhage occurring after the 
menopause. Sometimes the report received on the specimem was non- 
malignant, but often it was malignant. He was interested in the case seen 
by the Master of the Rotunda Hospital, in which the breasts had been 
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ainputated for carcinoma previously, as he himself had a similar case two 
or three years ago. The patient had had her right breast removed about 
two years before for carcinoma. He found a tumour in the pelvis, which at 
operation was found to be very densely adherent, and which proved to be 
carcinoma of the ovary. He asked if a Wertheim operation had been con- 
templated in any of these cases. He mentioned a case in which he had seen 
some mnonths ago with ordinary multiple fibroids, in which he had done a 
supra-vaginal hysterectomy, and had got a report of adeno-carcinoma. 
Referring to the after treatment of these cases, he asked if the Master of 
the Rotunda Hospital gave morphia, and if the patients were troublea 
with constipation; and if constipation was due to morphia (if given) or 
to the packs which were put into the abdominal cavity. He personally 
gave morphia, but found that patients complained a good deal ot 
constipation. 


Dr. A. H. DAvipson said that he thought the important part about 
cases of adeno-carcinoma of the body of the uterus was the diagnosis. 
These cases frequently did not begin to show symptoms till the condition 
was pretty well advanced. An important fact to remember when examining 
these cases was that they usually occurred after the menopause. At 
this time, the uterus was very atrophic, and it was very easy to be led 
astray by finding a very small uterus, and it should be borne in mind 
that cancer of the uterus might be present in cases where the tumour 
was very small. That in cancer of the uterus, enlargement was always 
found was not true, as quite a small uterus was often found. In these 
cases it was necessary to use the curette with care, as sometimes it went 
into the wall of the uterus, and perforation occurred, with disastrous 
results. He drew attention to the necessity for examining the groins in 
these cases, for the possible presence of enlarged carcinomatous glands. 

Dr. J. F. CUNNINGHAM asked if in the case described by the Master 
of the Rotunda Hospital, there had been any hemorrhage, and if not, 
why operation was decided on. The patient apparently had had a 
small myoma of the uterus, but he wondered if there had been any 
other reason for deciding on an operation. 


Dr. SOLOMONS in reply, said he considered that total hysterectomy 
and not Wertheim’s operation should be done for cancer of the body of 
the uterus. He had never found the inguinal glands enlarged. He operated 
on the first case because he believed that the disease in the uterus was 
producing the mucous discharge which caused the pruritus. He was a 
strong believer in morphine alter operations. 

Dr. D. J. CANNON read a report of a 

CASE OF PANCREATIC CYST GIVING RISE TO GYNECOLOGICAL SYMPTOMS. 


The patient, a woman of 28, had been sent to Dr. Cannon at the 
beginning of May, by Dr. McMahon of Terenure, suffering from three 
months amenorrhcea, a profuse vaginal discharge, and a feeling that her 
abdomen was getting bigger.. Her face was bronzed with the sun, and 
so had a healthy look. On inspection, the enlarged abdomen gave the 
impression of ascites, rather than a definite tumour. ‘There was evidence 
of fluid in the abdomen. : 

On vaginal examination the uterus was normal in size, shape, and 
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consistence. Dr. Cannon got the impression of an indefinite mass 
in the pelvis. This impression was confirmed, yet not made more certain, 
by rectal examination. The cervix uteri was exposed by a_ bivaive 
speculum. <A profuse discharge could be seen flowing from the cervix. 
The appearance of the discharge, however, and the absence of all signs 
of inflammation in and around the cervix, made it quite certain that the 
case was one of non-infective leucorrhcea. The lungs were normal. From 
the physical findings Dr. Cannon ventured to surmise that the case was 
one of tubercular peritonitis, complicated by tubercular pus tubes. The 
appearance of the patient was rather against this diagnosis. As Dr. 
Cannon was leaving town for some time he advised the patient to continue 
her sun baths, and return to him at the end of a fortnight. When she 
returned, he found that her symptoms had not changed in any way. ‘The 
abdomen, however, was larger. There was no shifting dulness, and the 
tumour was much better defined. On examination, the impression of 
an indefinite mass, rather doughy to feel, was got. In view of the 
previous examination, Dr. Cannon still felt that he was dealing with 
a case of tubercular peritonitis that had become encysted under the influence 
of the sun’s rays. ‘The patient was admitted to a nursing home with 
the intention of removing the fluid and removing both Fallopian tubes 
if it was possible to do so without running the risk of producing a 
fistula. When the patient was examined under anesthesia (an enema had 
been given) the mass in the pelvis disappeared. It was obviously a loaded 
sigmoid. When the abdomen was opened, instead of free fluid, a large 
cystic tumour retro-peritoneal in position and below the transverse colon 
was encountered. From ‘the position of the tumour, Dr. Cannon was 
certain that he was dealing with a pancreatic cyst. The tumour was 
certainly sutured to the abdominal wall from upper to lower pole. It 
was opened and drained, and a tube was inserted and kept in position 
by a purse-string suture. The abdomen was closed in layers, and dressings 
of sterilised vaseline were applied, to prevent blistering of the skin from 
the irritating discharge. The patient left the nursing home at the end 
of three weeks, and at the end of four weeks the fistula had completely 
closed. Her leucorrhcea had completely disappeared and her menses had 
returned before she left the nursing home. 

These cysts were essentially retention cysts, not proliferating cysts 
like cyst-adenomas of the ovary. Their removal was therefore not necessary 
in order to effect a radical cure. Should the cyst however be so sinall 
that it would be impossible to anchor it to the abdominal] wall, enucleation 
would be the ideal treatment. To drain a cyst under these circumstances 
involved great risk of general peritonitis from the irritating fluid. Sum- 
marising Dr. Cannon said :- (1) Pancreatic cysts were rare tumours. (2) 
They were very difficult to diagnose, and might be easily mistaken for other 
pathological conditions. (3) When the abdomen was opened, they were 
easily recognised by their anatomical position, which was retro-peritoneal, 
and either above or below the transverse colon. (4) If the tumour was 
large, there was no need for enucleation. Conservative treatment would 
effect a radical cure. If the tumour was small, conservative treatment 
might cause general peritonitis. 

The pathological report of the specimen was that the fluid showea 
a tendency to alter starch, but no action on egg albumin after two days. 
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The sediment consisted of blood and pus. On cultivation bacillus coli 
was isolated. These findings indicated infective changes, perhaps, in 
a cystic condition. 

Dr. D. G. Manin, asked how Dr. Cannon accounted for the connection 
between the presence of the pancreatic cyst and the general gynecological 
symptoms of the patient. 

Dr. F. S, Bourke asked if there had been any change in the faces 
in this case. He thought that in cases of this kind some symptoms o1 
pancreatic obstruction were to be expected. 

Dr. SOLOMONS dwelt on the difficulty in diagnosis in this case, and 
mentioned that other nongynzecological tumours with pelvic symptoms, 
were hypernephroma, displaced kidney in the pelvis, the spleen, and 
mesenteric tumours. 

Dr. CANNonN in replying said that he thought that gynecologists would 
probably have to mect these cases just as irequently as surgeons, and 
should be as well able to treat them when they did meet them as surgeons 
were. He referred to a somewhat similar case which he had seen some 
time previously, and in which there had been shifting dullness. The 
patient had been unable to go into a nursing home, so he, (Dr. Cannon) 
had sent her into the Mater Hospital under Dr. McAuley, who suspected 
malignant disease of the ovary with ascites. At operation a large retro- 
peritoneal tumour had been found. He thought that the case he had 
described might have been mistaken for a case of ascites. If a small 
pancreatic cyst was met with, it would be difficult to know what to do, 
whether to leave it until it grew larger and remove it then, or remove 
it at the time of operation. He personally would leave it. He thought 
that these cases were not really so difficult as they appeared from text 
books to be. He had recently removed a mesenteric tumour in a child 
aged two years, and had not found it nearly so difficult as he had expected. 
It was he thought possible that some of these cases might be functional. 
The faeces were normal in colour, but had not been microscopically ex- 
amined. There had been no symptoms of diabetes, and no sugar in the 
urine. 


PROFESSOR A. H. DAVIDSON read 


Notes oN A CASE OF TERATOMA, 
and showed a specimen and slides. 

Solid teratomata of the ovary are rare and when they occur are 
normally malignant. ‘Teratomatous cysts of the ovary, or dermoids, 
on the other hand, are fairly common, forming about 10 per cent. of 
ovarian tumours. In these are commonly found ectodermal structures 
such as skin, hair, teeth, nails, sebaceous glands .ete. Endodermal 
structures such as thyroid tissue, mucosa of small intestine and of air pas- 
sages are rarely found. These teratomatous cysts are usually innocent, 
only becoming malignant in, about three per cent. The interest in 
this case lies in the fact that it exhibited only thyroid tissue, and in the 
last ten years there have been only four similar cases reported. 

The patient was admitted to Dr. Steven’s hospital carly in the year. 
She was 39 years ef age, married 20 years, and had had three children, 
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last pregnancy ten years ago. She was complaining of pain in the back 
and right side, headaches, slight vomiting. Her menses occurred regularly 
every 25 days, lasted for nine or ten days and was heavy in amount. 
There was no leucorrhiea, appetite good, general health satisfactory. 

Physical Signs :—Vulva and vagina normal. Cervix healthy, uterus 
enlarged to size of a large pear by a myomatous tumour. There was 
another tumour the size of a goose egg in the region of the right 
appendages. 

Operation :- The abdomen was opened in the mesial line. The uterus 
was enlarged by the presence of an interstitial myoma. The left ovary 
was multi-cystic. The right ovary was enlarged to the size of a goose 
egg and semi-solid in consistence. It was adherent to the peritoneum 
in the region of the superior and right lateral aspect of the bladder and 
of the right antero-lateral fossa of the abdomen. There was some difficulty 
in sepaiating the tumour, and various bleeding points had to be tied. 
Right salpingectomy, left salpingo-oophorectomy and total hysterectomy 
were also performed. Cotnvalescence was uneventful and there is ne 
sign of recurrence. 

Pathological Report by Dr. F. 8. Bourke: This is a solid encapsu- 
lated tumour which is in intimate contact with the ovary. The cut 
surface presents a somewhat pearly appearance with scattered areas of 
hamorrhage, it is surrounded by a dense capsule which merges into the 
ovarian tissue at its upper pole. Microscopically the tumour is com- 
posed of thyroid tissue with alveoli of varying size, some of which are lined 
by low and others by high epithelium, many of them are filled with a 
colloid material while in others there is only an indication of the lumen. 
The capsule is composed of fibrous tissue and contains no ovarian 
structures. This is an Ovarian Teratoma and there is no evidence of 
malignancy in the sections but there are cases known in the literature 
where such tumours appeared histologically benign but later gave rise 
to metastases. 

Dr. D. J. CANNON said that he thought in a typical solid teratoma, if 
it was malignant, all three embrvonic layers were represented. In this 
specimen only one layer was represented, and therefore he doubted if it 
was malignant. 

Dr. SoLoMonS said that any of the teratoids which he had met with, 
were much larger than this specimen. He believed that the best classi- 
fication of teratoids was into malignant and benign, for either could be 
present. 

PROFESSOR DAVIDSON in reply said that a dermoid was a tumour which 
developed in an ovarian cyst. It seemed quite feasible that a growth 
of thyroid tissue might develop in the ovary, and grow to such an extent 
as to make it solid. Solid teratomata were all essentially malignant. 
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THE ROYAL, ACADEMY OF SIEDICINE IN IRELAND. 
A Meeting of the Section of Obstetrics of the Royal Academy ot 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
November 4th, 1927, the President (Dr. Gibbon Fitzgibbon) in the chair. 


THE PRESIDENT delivered an address on 


SOME POINTS IN OBSTETRICS WHICH CALL FOR RECONSIDERATION AND 
POSSIBLE REVISION. 


Dr. Fitzgibbon first referred to the increased frequency with which 
Caesarean section was performed for contracted pelvis without corres- 
ponding reduction in the number of craniotomies and difficult forceps 
deliverers, and without any considerable improvement in the mortality of 
the mothers and infants. He advocated strongly the development of Ante- 
Natal Clinics and he looked forward to such development as holding out 
the last hope of improvement in the future. In his address he considered 
in detail the various conditions of Expectant Mothers which could be 
benefited by Ante-natal Supervision and the early treatment of which 
could lessen the need for operative midwifery. 

Dr. I. Cassipy, in congratulating the President on his paper said that 
the question as to whether albuminuria in the last twenty years had 
shown any increase in obstetrical cases was a very interesting one. He 
did not agree with the President that diet had such an important bearing 
on the presence of albuminuria, though it was a matter which deserved 
a great deal of consideration. Out of a thousand cases oiie would find 85 per 
cept. with albuminuria. He thought that two grams per litre showed a 
really severe condition of kidney disease, and that the strain thrown on 
the kidneys in even a perfectly normal pregnancy was fairly great. 
Kegarding Cesarean section in the treatment of contracted pelvis he said 
that this operation must be regarded as a failure of obstetrics. The number 
cf women who required Caesarean section at term was comparatively small. 
The whole question was really one that depended on the education of 
medical nen. TH medical men could be educated into the importance of a 
very carelul method of investigating every woman at the 36th week of 
pregnancy, he thought the mortality from Caesarean section would be 
reduced almost to vanishing point. The operation if properly carried out 
should be one attended with very little risk to the patient. 30 per cent. 
of all women had the head unfixed at the onset of labour, and yet a 
fairly large percentage of the women would have a perfectly normal labour. 
Every woman at the 36th week in whom the fcetal head could not be forced 
into the pelvis should be examined under anesthesia in order to find out 
why the head could not be got mto the pelvis. Whether Ccesarean section 
performed late in labour was a good thing it was difficult to say. It was 
also difficult to say what should constitute a trial of labour. 


The MASTER of the Rorunpa said he was glad to hear that Dr. Fitzgibbon 
had become a keen adherent of ante-natal supervision. He (Dr. Solomons), 
had increased the scope of that department in the Rotunda very largely, 
and if patients would come he would enlarge the department still more. 
He thought that doctors in private practice should charge a composite fee 
for attendance, in order to encourage patients to attend regularly, and 
Where patients were attended on the panel system, ante-natal supervision 
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should be paid for and should be compulsory. He did not see how toxemia 
could be recognised in any large number of cases before the onset of definite 
syinptoms such as cdema or albumin. If the essayist would produce 
statistics to prove this, he would be doing inestimable service to mankind. 
The incidence of Cwsarean section had increased and the operation had 
been abused. No self-respecting obstetrician would do section if it could 
be avoided. In spite of every effort to avoid it, the number of cases at 
the Rotunda had increased, but it was done nearly always after a trial of 
labour, and the lower segment was the site of choice. When done at the 
proper time in selected cases, it was an excellent operation, but the time 
must be carctully chosen, and the eperator must make up his mind from a 
careful study of the case, that the child would not be delivered by the 
natural passages, and the child should not be left so long that it was dead 
or potentially dead before section was started. 


He did not understand what was meant by a damaged child being a 
equtra-indication to the operation : if by this term, much moulding or large 
caput was meant, it was entircly wrong to suppose that a successful result 
could not be achieved by section under these conditions. When Williams 
advocated hysterectomy following section in his last edition the low 
segment operation had not attained the level it had reached at the present 
day. The low segment operation could not be regarded as a failure in 
obstetrics, and in cases which after careful ante-natal supervision, a 
thorough trial of labour, combined with pelvimetry, terminated in a live 
mother and child, the end result might be regarded as good obstetrics. 
Each patient should have the advantage of intern pelvimetry in addition 
to other methods of diagnosis. Each patient leaving the Rotunda gets a 
card advising her as to post-natal care and child welfare, as well as to 
seek advice at an ante-natal department in her next confinement. 


Sir WILLIAM SMYLY in congratulating the President on his interesting 
and suggestive address said that he agreed with everything in it. He 
quite agreed with the President regarding the importance of ante-natal 
work and the fact that toxamia wis provoked by superabundance of 
fecding. He thought this was proved in Germany during the war for 
during that time when the Germans were practically starving the incidence 
vi toxeemia had been very small. He felt certain that the number of cases 
of Ceesarean section would go on increasing. He did not think that a 
sufhicicnt number of these operations were done in cases of placenta praevia 
and in Germany it was now frequently done in cases of eclampsia. He 
thought that timidity often led men to perform operations, because they 
were alraid to wait and sec, for fear of a disaster occurring. He himself 
had had patients who had been in hard labour for a week, and had de- 
livercd themselves at the end of that time, perhaps of a dead child. 
Women would not consent to Czesarean section more than a few times; 
in fact, most women would not face it a second time. Regarding the 
question “how long should labour be tried”? he thought that this resolved 
itself into a matter of expericnce. The head would remain above the brim 
till the cervix was retracted. Tf the cervix was not drawn up within three 
or four days, he did not think that many obstetricians now-a-days would 
wait much longer. ‘This he did not call a trial of labour. He felt that it 
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was a matter of experience, more than any definite thing which happened, 
which told you how long labour should last. To say that the head was 
the best pelvimeter was true, but to say that the head was the only 
pelvimeter was not true. He had noticed when examining students, that 
they did not seem to take any trouble to look forward to what was going 
to happen. When they palpated a case they did not seem to think whether 
the pelvis was deformed or not. 


Dr. J. S. Quin referring to the timidity of obstetricians in facing 
Ceesarean section, said that he had known cases which had not been 
subjected to this operation because doctors were inclined to think that 
Cesarean section was not an obstetrical operation, but a surgical one. 
Ceesarean section was a way of getting out of a difficult case, but he felt 
that the thing that all obstetricians wanted to avoid was doing the opera- 
tion unnecessarily, although it was probably done sometimes unnecesgarily. 
He thought himself that the operation had not been used enough in the 
odd peculiar cases which cropped up every now and again. The results 
obtained from Czesarean section were poor, and not on a par with the 
results of any other major operation in surgery for non-malignant condition. 
‘The maternal mortality was large, and there was at least 50 per cent. 
sterility after the operation. He thought that diet had some bearing on 
albuminuria, for he had noticed while at the Rotunda Hospital that the 
patients who had the worst albuminuria were of the well-to-do artisan class, 
who would get plenty of food, and not of the very poor class. 


Dr. A. H. Davipson said that ante-natal work was the most important 
advance which had been made in obstetrics within recent years, and he 
would! like to see it not limited to hospitals only, but to see the need of 
ante-natal care demonstrated to all practitioners in Ireland, and to all the 
women in Ireland. He had recently read in a Medical Journal the report 
of a Maternal Welfare Association in Detroit, America. Detroit had many 
Ante-natal Clinics, run not by the hospitals, but by the city itself, of easy 
access to the hospitals. ‘The most important thing about ante-natal treat- 
ment was the fact that it would bring a large number of women with 
abnormal pregnancies into hospital, and would ensure that such patients 
would come to hospital for treatment. Referring to the maternal mortality 
of cases delivered in the City of Detroit and not in the Clinic, he had read 
in the Report that the mortality of cases delivered in the City was 0.75 
per thousand and the mortality of those delivered in the Clinie was 3.5 
per thousand. The deaths from ptierperal sepsis in the City were also 
much higher than in the Clinics. The maternal mortality had been reduced 
by over one half, but the mortality from cclampsia had only been reduced 
by 25 per cent., 30 per cent. of the women who attended the Ante-Natal 
Clinics were found to have some intercurrent disease or abnormality, 
which in the majority of cases could be set right. Only six per cent. of 
the women of Detroit, however, came to the Clinics. He personally felt that 
ante-natal care should be carried on into post-natal care, and that every 
woman on leaving hospital should be advised to come back in six weeks 
time to have a bimanual examination made to find out where the uterus 
was, and should be told to bring the baby back with her. He felt that 
some means should be taken to broadcast the importance of ante-natal care. 


Dr. A. P. Barry referring to the question of the presence of albuminuria 
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during pregnancy, said that he had found that practically speaking, the 
urine of every pregnant woman contained albumin, and he thought that 
the only way to arrive at a conclusion about albuminuria was to get a 
catheter speciinen. He thought that every woman who was pregnant had 
a certain amount of increase of weight. 

Dr. D. J. CANNon asked if after trial of labour, Dr. Fitzgibbon did a 
lower segment section or a classical segment section? He referred to the 
work done by Dr. Fitzgibbon in connection with accidental haemorrhage 
and contracted pelvis, and said that these matters and also the question of 
trial of labour were made very plain to men like himself with not much 
experience of obstetrics, in Dr. Fitzgibbon’s book, which gave a much 
clearer explanation of them than any other text book which he had seen. 

Dr. R. H. Corser referring to ante-natal care said that he thought the 
stage had now been reached where the chief difhculty was the inertia of 
the population. If this inertia could be overcome he felt that a great 
advance would have been made. Ante-natal work needed an earlier start. 
It was imposible to get good results unless the patients came for advice 
carly, and followed the advice that was given to them. Regarding trial 
of labour, he said that cach obstetrician had to decide what he felt himself. 
It was sometimes very difficult to teach what one felt in these cases, and 
it was also difficult sometimes for one person to feel what another did. 
Referring to Creserean section, he said that he thought that the increase 
of this operation was due to some extent to the increased transport facili- 
ties, as some cases came under the heading of Caesarean section that would 
not have come under it some years ago; and therefore he thought that 
some of the increase was fictitious The same thing applied to eclampsia. 
Now that transport from the country to town was so easy, many cases 
Were sent up to town which some years ago would have been treated in the 
country. 


The President in replying said that he did not want to be taken as 
condemning operative midwifery in the hospitals, but he thought that the 
cases. should diminish, and they were not diminishing. Any cases which 
showed abnormality at Ante-Natal Clinics should then be put under 
spectal care. Regarding trial of labour, he said that in some cases seven 
or eight hours was long cnough, but in others it was not. After trial of 
labour he at present favoured lower segment section, though at one time 
he had done classical segment section. The important thing in the man- 
agement of obstetrical cases was to watch them all through. The question 
of diet and its relation to albuminuria should be investigated by the aid 
of ante-natal supervision, as it was well worth while going into. In 
England none of the maternity hospitals went in for internal pelvimetry. 
The picking out of patients at Ante-Natal Clinics who were going to have 
abnorinal labours, and getting them to go into hospital, would reduce the 
maternal mortality. 
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THE ROYAL, ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on 


Friday February 3rd, 1928. The President (Dr. Gipson FITZGIBBON) in 
the chair. 


Dr. D. G. Mabini. described a case of 
CARCINOMA VULVAl. 

The patient, an unmarried girl, aged 24, was seen in July 1927. She 
stated that for a few months she had felt a small pimple in the vulvar 
region, and she thought that sometimes a little bead of pus came from it. 
On examination Dr. Madill found a pimple just behind the urinary 
meatus, in the middle line. Next day he cut it out and sent it for patho- 
logical examination. It was not adherent, and looked like a benign 
pimple, but the report which Dr. Madill received was squamous carcinoma. 
On putting in a probe, a little pus had come out. The pimple did not 
communicate with the urethra. Some days later, Dr. Madill did a further 
operation, and excised the vulva and the inguinal glands on each side. 
The patient was now perfectly well. The interesting points in the case 
were the patient’s age, and the fact that the pimple looked so harmless. 

Dr. D. G. Mani, showed a 


VitLous TUMOUR OF THE UTERUS. 


The patient stated that she was 70, but Dr. Madill thought it probable 
that she was more. She was unmarried, and until July 1927 had led a 
very thealthy active life. In July she had suffered from a slight discharge, 
but had not troubled about it. It had got better, and she had remainest 
well till early in November 1927, when, on going out one day, a violent 
hemorrhage started without any warning. This continued for two days, 
and Dr. Madill made a vaginal examination and felt what he thought 
to be a polypoid growth in the region of the cervix, and at operation he 
found that what he had thought was a polypoid growth was débris 
from the external os. Four days later he did a total extirpation of the 
uterus, Fallopian tubes and ovaries. The patient recovered and has 
remained perfectly well. 

The President referring to the first case, in which what had apparently 
been an innocent suppurative nodule of the vulva in a girl aged 24 had 
turned out to be malignant on histological examination. said that he 
thought this illustrated the importance of having every specimen so 
examined whether malignancy was suspected or not. He had never 
seen a case of carcinoma of the vulva in such a young patient. He had 
done a total extirpation for carcinoma of the vulva in a woman aged 30, 
who had done well for four years, and had then developed a further 
growth. In the second case, as total removal ef the ‘growth had been 
done, it was likely that the patient would remain free from recurrence, 
and the prognosis was good. 


Dr. Berimgt, SOLOMONS suggested that as the growth was so small and 
as it appeared to have been completely removed, the possibility of N-ray 
therapy instead of removal of both vulvee and the inguinal glands of each 
side might have been considered. 
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The suggestion that the villous tumour of the uterus which obviously 
sprang from the cervical canal was epithcliomatous in nature, was inter- 
esting. Aberrant squamous epithelium was far more likely in the cervical 
canal than in the uterine body, though he recalled a case where squamous 
cancer was present in the body of a uterus which was inverted. 


The President read a note on Cases of Twisted Broad Ligament with 
Cyst, and showed specimens. 


The first case, Mrs. R. C., aged 45, married 18 years, six para, menses 
still regular, slight in quantity. On October rath, 1927, developed acute 
pain in the abdomen, most marked on the right side. Was removed 
into Infirmary as a case of acute abdomen, possibly appendix. The latter 
was excluded, and during the next few days the symptoms became less 
acute although never completely clearing up. On October 24th she com- 
plained of a feeling of pressure in the pelvis, and on vaginal examination 
the posterior fornix was felt to be depressed. She was sent in to Mercer’s 
Hospital. On examination, the patient was thin, and looked somewhat 
emaciated, with somewhat pasty, sallow complexion, The abdomen was 
soft and free from any tender point, although there was still some sense 
of discomfort. An elastic tumour could be felt through the posterior 
fornix, to the right of the middle line behind, the uterus could be isolated, 
quite mobile, and to the front, normal in size. The tumour seemed fixed 
te the side and posterior part of the pelvis, easily defined, and about the 
size of a tennis ball. Diagnosis of ovarian cyst was made. On opening 
the abdomen, the pelvis was found lightly closed off by adhesions of 
the intestines to the front of the pelvis and the fundus of the bladder. 
The uterus appeared in ‘front with the tumour glued to the base of the 
right broad ligament and the adjacent pelvic walls. There was no dif- 
ficulty in freeing the tumour, which proved to be a cyst with a twist 
of the pedicle. 

The twist was found to involve the whole of the broad ligament outside 
the ovary. At first it seemed to be a cystic Fallopian tube, but when 
divided, it proved to be a parovarian cyst, under the infundibular portion 
of the Fallopian tube. The cyst contained hemorrhagic fluid, and the 
whole surface suggested mild necrosis. 

The second case, M. R., aged 26, single, menses regular, four weeks. 
For two months she suffered from irregular bilious attacks and pain, and 
on June 2nd, 1927, developed symptoms of acute abdomen and was sent 
to Mercers’ Hospital. The abdomen was tense, and a hard tumour found 
projecting down in front of pelvis, and not in Douglas’s pouch. On 
opening the abdomen the tumour presented with numerous dense adhesions 
tc the intestines. When these were freed and the tumour detached from 
the pelvic wall to which it was fixed by loose organised adhesions, it 
came out of the abdomen with a long thin pedicle from the right of the 
uterus. The uterus was pushed down to the left and under the tumour. 
Some of the adhesions had a tree but small blood supply, while the pedicle 
which had two and a half turns appeared to be completely free from 


circulation, — The tumour was a fibroid of the ovary, and had undergone 
necrosis. 


The interest in the specimens is that both show necrosis from strangu- 


lation, — Both patients had a period of symptoms with acute abdomen, 
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but these symptoms tended to subside, and the condition might have been 
overlooked in the first.case, except that the patient complained of pelvic 
pressure which it was thought might be due to prolapse. In the second 
case, a history of an acute attack suggestive of acute abdomen two years 
previous to the present attack, was obtained. This attack however sub- 
sided, and from the nature of the adhesions and the condition of the 
pedicle of the tumour, it seemed likely that this attack was due to 
twisting of the pedicle, while the present attack was most probably due 
to some intermittent and partial intestinal obstruction due to adhesions. 


The PRESIDENT then showed a third specimen of an 
OVARIAN Cyst WITH TWISTED PEDICLE. 


This patient was operated on soon after the torsion had occurred, 
and while the symptoms were still acute. It showed hemorrhagic infar- 


ction, and the President doubted if the symptoms would have subsided 
without operation. 


Dr. J. S. Qutn asked where the fibroid had sprung from in the second 


specimen, and if there had been any signs of secondary blood supply 
becoming developed. 


The PresIpENT in replying said that at the time of operation, the 
tumour had been taken away from the pedicle, and then cut off close to 
the broad ligament, and the pedicle had been lost. He had been anxious 


to get sections of the pedicle to see if there was any blood supply running 
through it. 


Dr. I. I. Casstpy read a paper on 


VESICO-VAGINAL FistuLas OCCURRING DURING I,ABOUR. 


Injuries to the urinary tract during labour may be due either to wounds 
caused by instrumental delivery or to trophic disturbances, the result of 
prolonged labour. The nature and extent of the injuries due to the latter 
cause depend upon the amount of pressure and the length of the labour, 
resulting in:— (1) Ischuria puerperalis, with puerperal cystitis if 
infection follows. (2) Pressure necrosis. (3) Vesico-vaginal fistula, 
following necrosis. The last-named condition is more likely to arise in 


the case of flat pelvis than in a generally contracted one, where the 
pressure is more evenly distributed. 


Attention is drawn to the theory put forward by Fritch that the fre- 
quency with which vesico-vaginal fistulae occurs amongst the Polish Jews 
is due to the carly age at which they are married, the immature pelvis 
causing such compression and overstretching of the soft parts that fistule 
result. Where injuries to the bladder are the result of ‘interference with 
delivery their more common causes are false indications of interference, 
deficient technique, or both combined. The lesion most commonly arises 
after forceps delivery, especially, high forceps, and sometimes after per- 
foration. Brow presentations, delivered as such, may also cause severe 
bladder injuries. Ureteric fistulee sometimes arise. According to Bumm 
there are 31 such cases, 18 following difficult forceps delivery. He 
attributes such traumata to the inclusion of a portion of the cervix in 
M 


1 


654 Journal of Obstetrics and Gynecology 


the blade of the forceps. Delivery of an impacted breech by a blunt 
hook, where the point of the hook has been insufficiently guarded, is 
another source of injury. The operations of symphysiotomy and pubio- 
tomy have been known to cause fistulae and Sigault’s operation has been 
abandoned on this account. Its modifications by Morisani and Zweifel 
lessen this danger. Bumim and Doederlein each advocate an operation for 
the closure of such fistula being possibly the safer, but the operation 
of Lower Uterine Segment Caesarean section will probably take the place 
of methods whose principle is splitting the pelvic bones. 

Intraperitoneal lesions of the bladder should not arise during the course 
of gynecologic operations. During vaginal Cresarean section the bladder 
should be carefully kept out of the way by means of an anterior speculum 
during division of the cervix 

Difficulty is sometimes encountered in the recognition of fistula, both 
by the patient and by the obstetrician. Should such doubt arise careful 
incasurement of the amount of urine passed in the 24 hours should be 
made and catheterisation or even cystoscopic examination carried out 
if doubt still exists. 

As regards treatment, the most important point to bear in mind is 
that no attempt should be made to repair the fistula until three months 
have clapsed since the birth of the child, on the grounds that safe union 
will not take place and that spontaneous healing, though rare, may 
occur. This is favoured by a normal puerperium. Should there be signs 
ol spontaneous healing a retention catheter should be used. 

Three important principles are to be borne in mind in connection with 
the repair of vesico-vaginal fistulae :— (1) Great care must be taken thot 
no trauma of the bladder is occasioned during previous  cystoscopic 
examination. (2) There must be thorough exposure of the parts and 
complete separation of the bladder wall from the vaginal mucous mem- 
brane, so that the edges may be brought together without tension and 
tied loosely. (3) A retention catheter should be left in for seven days. 

A series of ten cases are brought forward which have been operated 
en in the Coombe Hospital since 1922, and in which the above principles 
were observed. In nine cf these cases the patients were cured: one case 
is considerably improved and is able to retain urine for three hours, but 
there is still slight leakage. Nine of the women were delivered previously 
by forceps. One fistula followed upon the operation of amputation of 
the cervix. 

The President in congratulating Dr. Cassidy on his successful results, 
said that in some of these cases there was considerable loss of tissue in 
the process of sloughing, and there was practically no cervix left. He 
chought that the question of closing vesico-vaginal fistul really depended 
on the amount of cicatrization, and in being able to hold the bladder wall 
together. If this could be done, the case usually healed up very well. 
Dr. Cassidy had referred to fistulee occurring following pubiotomy ; he 
(the President) did not think that this often happened. While he was 
Master of the Rotunda he had only seen one case in which this haa 
eceurred ; in all the other cases he had never had any bother with bladder 
fistuke. After confincment, a patient often suffered from loss of control 
for some time, but he thought that it was better te leave time even as 
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long as three months— for cicatrization to occur before operating. It 
was important not to operate in a hurry. Mobility of the bladder was he 
thought the whole point in closing bladder fistule. 

Dr. D. G. Mani. said he thought in cases of large fistule, it would be 
very difficult to get the amount of separation necessary in order to get 
the bladder wall together. He had not had experience of cases of large 
fistulae, but in some cases of small fistulae, he had had difficulty in getting 
an absolute closure of the bladder, and had found that when the catheter 
was taken out, there was a slight leakage, and the operation had to be 
redone before this cleared up. He had recently done Mayo’s operation 
in three cases and the fistulae had all successfully closed straight away. 
He had done other operations, such as flap splitting, but he thought 
that the essential part of the operation was separation of the bladder 
from the anterior vaginal wall for a considerable area all round. 


Dr. J. S. Quin said that he had been working with Dr. Fitzgibbon at 
the Rotunda Hospital when they had had a series of cases of vesico- 
vaginal fistula, and in three of the larger cases, there had been no 
question of closing the fistula altogether at the first operation. In one 
case they had seen what looked like a cystocele, but it had turned out 
to be the fundus of the bladder which had prolapsed through the non- 
existing base of the bladder. The bladder in this case had sloughed away. 
He thought that every case of vesico-vaginal fistula should be treated on 
its merits, and that it was a mistake to suppose that because one operation 
was successful in a certain case that it would be successful in every case. 
He thought that the secret of success was the bringing together of the 
bladder walls with no pressure on them. If this could be obtained by 
any method, he thought that success would almost invariably follow. 
Recently these cases had become comparatively rare; older obstetricians 
had met with much of this work, in fact practically all the work 
of the older obstetricians had been the closing of vesico-vaginal 
fistule. He asked if Dr. Cassidy had ever met with any cases in 
which the ureter had been involved; and if in cases in which he had found 
the fistula running up towards the ureter, he had considered separation 


of the ureter, and transplanting of the ureter into a fresh portion of 
the bladder. 


Professor A. H. Davidson said that Dr. Cassidy’s results were so 
good that they made it possible to approach the operation of closing of 
@ fistula with a much greater degree of confidence. Referring to cases 
of post-partuin fistulee, he asked if Dr. Cassidy would think in worth while 
giving these cases a chance of curing themselves, by putting in a 
retention catheter, and Icaving it in for two or three weck before operating. 
He also asked if when stitching the bladder, Dr. Cassidy put these stitches 
through the mucous membrane of the bladder, or if he just stitched up 
the tissue of the bladder. He had recently had two cases of fistulae, one 
a uretero-vaginal fistula, which had been very difficult to diagnose. He 
had made a suprapubic incision and dissected down till he had come 
on the left ureter; he had then followed up to the bladder, and found it 
half opening into the vagina, and half torn into the bladder. The fistula 
had been cured, and he had been able to catheterize the ureter later on. 
The second was a case of fistula following prolapse operation, In this 
case he had opened the abdomen and the fundus of the bladder had split 
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right across, and he had got at the fistula from inside the bladder. The 
fistula had not closed, and he thought he would have to operate again. 
It was possible that the fistula would now be more accessible by the 
vaginal route. 

Dr. Cassipy replied. 


Professor A. H. Davipson showed a specimen of Double Uterus and Vagina 
with Hzematocoipos and Hzematometra on one side, and read notes of the 
case and showed lantern slides. 

The President said he had not seen a similar case to the one described 
by Professor Davidson, and asked what the appearance of the vulva was, 
and if it at all suggested retention from the vagina, and if there was 
any tumour coming from the vulva. He referred to a case which he 
had seen in the Rotunda Hospital, a woman with a normal cervix, but 
a tumour could be felt at the side of the cervix. Under aneesthesia, 
this tumour turned out to be a second cervix. There were quite a number 


of cases reported of pregnancies occurring with double uteri, but the 
patients did all right. 


Professor DAVIDSON in reply said that the vulva was normal. He did 
not think that it would have been possible to have left the right uterus, 
because it was impossible to be sure that the right vagina would remain 
open. Menstrual fluid would probably have collected again. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy ol 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
March 2nd, 1928, the President (Dr. Gibbon Fitzgibbon) in the chair. 

Professor J. BRONTE GATENBY read Notes on the Embedding of the Human 
Ovum, giving an account of the recent work of Professor J. H. Teacher 
on this subject. 

Dr. D. J. CANNon referred to the mechanism of the production of 
abortion, and to Frankel’s theory regarding the escape of ovum. 

Dr. BETHEL SOLOMONS remarked on the difficulty of correlating animal 
experiments with the human, and recalled the work which he and Pro- 
fessor Gatenby had done with liquor folliculi: the latter had been found 
effective in producing cestrus in ovariotomised rats, but when used with 
women no results had accrued. The essayist had remarked on the so- 
called ‘‘ safe period’’ when conception was unlikely. While there was 
a time during the menstrual cycle when conception was less likely, 
there was no safe period. 

Professor A. H. Davipson referring to the safe period mentioned a 
paper which had been written recently on this subject. It was found 
there that the fertility curve reached its highest during intercourse in 
the first week after menstruation, gradually got less in the second and 
third week, and in the fourth week was practically nil. It was well 
known that if an abdomen was opened in the early months of pregnancy 
and the corpus luteum removed, abortion would ensue. But this only 
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held good up till the fifth month. If the corpus luteum was removed 
after that time, abortion did not ensue. 


Mr. C. J. MacAuLry spoke, and Professor GATENBY replied. 
Professor A. H. DAvIpSON read a paper on 


REGIONAL AND SPINAL ANA‘STHESIA IN OBSTETRICS AND GYNASCOLOGY. 


Dr. J. S. QuIN said that some years ago he had employed spinal anzes- 
thesia to a large extent, and had found acute headache complained of 
very frequently after its use. At that time, after the injection into the 
spinal canal, it had been considered unsafe to lower the patient into 
the horizontal position. It was now known however that this was not 
the case, and the incidence of headache had greatly diminished. Post- 
operative vomiting he had found comparatively rare. He referred to the 
difficulty of finding the foramina in sacral anesthesia, and said that in 
obstetrical operations its use was limited owing to the fact that the more 


anesthesia a patient had, the more liability there was to post-partum 
heemorrhage. 


The Master of the Rotunda said at one time he used to perform most 
of his operations under novocaine, but it was such a strain on the operator, 
that he gave it up. Later, he used stovaine. The amount of twilight 
sleep before the injection was important: he now gave morphine, gr. } 
and scopolamine gr. 51, one and a half hours before operation, and mor- 
morphine gr. 1 and scopolamine gr. ,21,, half an hour before. In the 
preparation of the skin area, all chemicals had been discontinued, and 
an isotonic solution (saline) used. For headache, if the ordinary cachets 
did not;cure, intravenous saline was administered. 


Mr. W. PEARSON said that it was possible to inject patients lying on then 
sides as well as when they were sitting up. Some patients were not in a 
fit state to sit up when they got the anesthesia. It was important to 
withdraw an amount of cerebro spinal fluid equal to the amount of Stovain 
that it was proposed to inject. He had only seen two cases in which 
spinal anzesthesia had not been successful. At one time he had adopted 
local anzesthesia largely, especially in goitre cases, but he had now given 
it up in these cases because he found that it often caused post-operative 
bleeding. 


Mr. C. J. MacAuLe&y said he thought the main difficulty in local anes- 
thesia was the time it took, and the fact that the surgeon when it was 
employed was responsible for the anvesthetic as well as for everything clse. 
He had used regional anesthesia much more than spinal, having only 
employed the latter a few times in abdominal operations. He mentioned 
the danger of introducing novocaine into a vein, and referred to infiltration 
of the mesenterics, which was carried out largely on the continent. 

Dr. A. J. Horne said that in Vienna spinal anesthetics were very 
seldom given in operations which the surgeons considered would last 
under 35 minutes. 


Dr. D. J. CANNON said that he had used spinal anesthesia largely, and 
had been greatly impressed with the advantages of it over ordinary 
anesthesia. He asked if Professor Davidson had got abolition of pains 
following the use of spinal anaesthesia. He referred to the work of 
Professor Whitehouse of Birmingham on spinal anesthesia. 
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Dr. R. M. Corset referred to the unsuitability of spinal anesthesia 
in cases of eclampsia on account of its tendency to raise blood pressure, 
and said that while he had been in a large hospital in England for two 
years, there had been only one death from anzesthesia and that had been 
in a case of spinal anaesthesia. 


Dr. R. SHAW spoke, Professor Davidson replied, and the meeting 
concluded. 
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MEDICO-LEGAL SOCIETY. 


At a Meeting of the Medico-Legal Society held on February 23rd, 1928. 
Professor Lours McI_Roy read a paper on 


THe INFLUENCE OF PARTURITION UPON INSANITY AND CRIME. 


in which she pointed out that since the time of Hippocrates mental 
derangement has been recognised as one of the diseases of pregnancy 
and parturition, although it was not until 1922 that the Infanticide 
Act relieved the courts from the task of finding a verdict of murder against 
2 woma~ mentally deranged by child-birth who kills her newly-born 
child. Puerperal insanity which accounts for ten per cent. of female 
lunacy with its resulting infanticide and suicide, is a term used to 
denote an abnormal mental state during pregnancy, labour, the puerperium 
or lactation. The three chief forms are confusional, intermittent (manic- 
depressive) and dementia precox. latent tendencies are often stirred 
into action or precipitated by strain, exhaustion or septic intoxication 
due to. pregnancy, labour or lactation. The attack may come on at any 
time within at least six weeks after childbirth and may last for days, 
weeks, months, or even years. The nearer to labour and the more acute 
the attack, the more likely the patient is to recover quickly and com- 
pletely. Usually the symptoms are those of the confusional type. The 
woman may kill her child although in a dim fashion she may realise 
that she is doing wrong. She may go about her household duties in the 
ordinary way and then murder her child without any warning. She 
may not remember what she has done and when made aware of her act 
may show great remorse. If there is no hereditary taint the prognosis is 
good, except in the case of dementia precox, which seldom gives complete 
recovery. The condition may however recur in subsequent pregnancies. 
The patient may suffer from delusions, hallucinations, usually of hearing 
or sight, and may have suicidal or homicidal tendencies, especially 
regarding the child. In acute cases especially in those of mania these 
are not frequent, yet it is a common working practice in nursing puer- 
peral cases with mental symptoms that the infant should be at once 
removed from the mother and that she should be kept under constant 
supervision. Puerperal insatiity is more likely to be melancholic, suicidal 
and also homicidal towards the infant after ten days. In cases of puer- 
peral insanity it is impossible to apply the ordinary rules relating to 
criminal acts by the insane. Apparently, as the law stands, a woman 
suffering from puerperal insanity who killed her child during the 
first day of its life, when presumably it would be regarded as newly born, 
would be guilty of the minor offence of infanticide, whereas if she killed 
it when six weeks old she would be guilty of murder. Unless she could 
prove that she did not know that she was doing wrong or was under 
the influence of a delusion, she might be sentenced to death. It will 
therefore be seen that the law is illogical and unjust. 

Puerperal insanity is a well recognised disease of motherhood, just as 
much as puerperal sepsis, and should be treated accordingly. A verdict 
of infanticide is equivalent to one of manslaughter so that the offender 
does not escape lightly. I may also stress the point that if the prisoner 
relied upon the general law, and succeeded, the verdict would be one of 
‘“Guilty but insane,” which would for all time brand her as a murderess 
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and involving her in imprisonment, perhaps for a long period. Motherhood 
is a sacred and patriotic service, and no woman should run the risk ot 
being branded as a murderess because she happens to fall a victim to one 
of the diseases incident to pregnancy. The question is further compli- 
cated by the fact that puerperal insanity most frequently occurs during 
the later periods of suckling, owing to physical and mental exhaustion. 
The lactational type is the most common form of puerperal insanity. 
It occurs among badly nourished, overworked and poorly fed women. It 
is due to the strain of nursing, and many milder cases are cured by 
weaning and general treatment. It is usually melancholic in type. The 
patient has suicidal or homicidal tendencies, ‘often on impulse. She 
may cut her throat or strangle or drown her infant. Many cases are 
aslyums a considerable percentage of women are ‘incarcerated because 
of homicidal acts towards their infants or children due to lactational 
difficult to cure and may end their days in an asylum. In criminal 
insanity. This may be due to the fact that during lactation there is less 
skilled and constant supervision than during the puerperium. It must 
be recognised that as the acute maniacal non-homicidal type is most 
common within ten days of childbirth and the later melancholic, suicidal, 
homicidal type during lactation, no legal distinction should be made 
between the various weeks or months when the symptoms occur. Needless 
to say, a woman afflicted in this way has “ not fully recovered from the 
effect of giving birth’ to her child, to use the language of the Infanticide 
Act. Therefore she should be entitled to the benefit of its provisions. 
If the law absolves the mother who commits infanticide upon her ten 
days old child, it should just as readily absolve the depressed mother, 
who worn out by lactation, puts an end to her infant’s life. 

She claimed that the words “ newly-born ” should be deleted from the 
Act, subject to the proviso that its operation should be limited to a period 
of six or nine months from the date of birth. 

From time immemorial, the ‘woman with child’? has been singled 
out for special consideration and protection. A great part of modern 
effort is directed to the welfare of the pregnant woman and the care of 
her young off-spring. Therefore it seems amazing that our law should 
be in such an archaic state that a woman may be convicted of murder when 
she kills her child in a moment of delirium. It will be seen therefore 
that the following points demand consideration :— (1) The definition of 
the term “ newly born” under the Act. (2) Should the law be altered to 
give more extended ‘protection to the parturient and nursing mother who, 
when suffering from puerperal insanity, destroys her child ? 
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